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EDITORIAL 


Upon the proven value of public health nursing and upon the demands for 
better public health nursing the foundations of the N.O.P.H.N. were laid. Let 
us look for a moment at its several stages of development. 

1912 to 1917 saw a gradual expansion to keep pace with the increasing 
number of public health nurses and the developments in the administration of 
public health nursing. Then came the war and, in its wake, unprecedented 
demands for service. A temporary superstructure was built to cope with this 
situation. All organizations underwent the same mushroom development. It 
was an experience we are not likely to see again. With peace, administrations 
everywhere—from the Government down—were faced with the task of 
demolishing the emergency superstructure and getting back to a platform upon 
which they could stand with a reasonable degree of security. 

There, in brief, we have a picture of the N.O.P.H.N. Our platform is a 
platform of service. Demands have continued to crowd upon it in seemingly 
undiminished numbers, but former props of the structure are no longer available. 
Our task, then, has been the exacting one of putting off and adjusting demands 
for service to the support available to carry that service. Last year, to complete 
our program, $7,000 was borrowed. Although this was only one-nineteenth of 
the total budget, we do not want to continue to carry a loan. Rather do we want 
to strengthen the basic support of the Organization. One of the biggest steps 
to this end is the formulation by the Finance Committee of the plan for increased 
support from local associations. When adopted in full—and the response to 
date is encouraging—this plan will assure to the Organization a constant and 
reasonably adequate income. This post-war period, then, has seen a steady 
constructive readjustment of program to the support which has been received. 

If there is still some part of the structure of the N.O.P.H.N. which should 
come away, or should be remodeled, now is the time, before the 1926 Convention, 
to crystallize our thoughts for that purpose. The position and standing of the 
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N.O.P.H.N. in its relation to other organizations in the field of public health is 


probably sounder to-day than ever before. 


Let us build upon this strength. 
EvizaBETH G. Fox. 


OBEY THAT IMPULSE 


“If you have any suggestions, send 
them in!” So ended the paragraph in 
the special appeal sent out by the Ter- 
ritorial Committee in September, which 
read : 

The Membership Committee has been 
asked to make recommendations upon the 
revision of membership benefits and dues 
for action at the next Convention. This is 
one of the steps being taken to put the 
N.O.P.H.N. on a sound financial basis. 
IF YOU HAVE ANY SUGGESTIONS 
SEND THEM IN! 

This went to every nurse member of 
the Organization. Responses have 
come from the East, West, North and 
South and with a cordiality that has 
warmed the cockles of our heart. We 
thank you for your contributions—979 
so far, with a total return of $3,203 in 


money and pledges. We thank you for 
your good wishes, your criticisms and 
your suggestions. All were more than 
welcome and in the hope that we may 
‘start something,” we are reprinting 
excerpts from the letters received up to 
this time. 

In addition to these special com- 
ments, 21 suggestions were made for 
increased dues. The majority favored 
$5 dues. One correspondent advo- 
cated $10—three, $3.50 or $4. What 
do you think? We want everybody’s 
sentiments. If two heads are better 
than one, surely four are better than 
two, eight than four and so on ad 
infinitum. Read and if you have any 
suggestions, obey that impulse and 
send them in! 


Excerpts from Letters 


Possibly we have erred a bit in our psychology. 


little can we get along on?” 


We have always asked, “ How 


Why not ask, “ How much do we really need in order to 


maintain our organization at the top notch of efficiency? ” 


Some nurses have discussed divorcing the magazine from membership. 


see that myself. 
a small proportion of them subscribe to it. 


I cannot 


The publication is too valuable to all members to risk having only 


I appreciate more than I can tell the tremendous needs of public health associa- 
tions and of nurses, throughout the country, for the kind of help that only a National 


Organization of leaders can give. 


Is it not possible for the Finance Committee to make a budget for the year’s 


expense and decide on a membership fee which shall cover it? 


Possibly it would be 


necessary to have two grades of membership, supporting and ordinary, but the current 
expense should be met by fees, even if it is necessary to raise the dues. 


[ am sure there are many others who have derived as many benefits from the 


N.O.P.H.N. as I have. 


The splendid articles in the magazine, the generous number of 


nursing reports sent me and the vocational service are things for which I am indeed 


grateful. 


I wish it were possible for me to make a contribution large enough to represent in 
some measure my appreciation of the work of the organization. 


I would suggest that the combination of membership and magazine be continued 
and that the price be advanced to completely cover the cost of each and both. 


Another suggestion would be to discontinue the publication of the magazine and 





make the American Journal of Nursing our official publication, securing enough space 
for the special public health activities. Whatever the plans, so long as the magazine 
is our Official publication, I feel that the dues should be made sufficient to include it. 

Let us get this debt paid up and then keep out of it. We are all fair enough when 
appealed to for help, but in our own affairs we can’t fall behind and then appeal to 
others to pull us up again. It is too poor business. 

I have been a nurse 24 years. I was a teacher before that. The difference in 
attitude of mind in the two professions is always interesting to me. When teachers 
need money they plan to earn it, wait until regular sources supply it, or spend it out of 
their salaries. A nurse’s first thought seems to be to ask someone to donate it. 
Whether it is better for N.O.P.H.N. to adjust expenditures to income or to demand 
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income to meet expenditures is for the members to decide. I am not clear why a 
different scale of membership prevails for nurses and lay people. 

I feel that the Organization is of great value to everyone doing public health nurs- 
ing. I think the magazine alone helps to keep us in touch with the work at large. 

It seems fair to me that when the Organization secures a position for a nurse, she 
should pay a registration fee of five or more dollars. 

No other professional organization gives a magazine and membership for $3. 

I would suggest having local and national in one body and charging each mem- 
ber $5. 

The magazine and the Organization mean too much to us in the field for us not to 
give our support. 

As I am not practicing nursing it seems right that I should pay my dues as a lay 
member. After this, I will try to do so. 

Combine the Journal and the Public Health Nurse. There are too many maga- 
zines now, and it would be a material advantage to private duty and hospital and 
public health nurses to know what the others are doing, through the medium of one 
magazine. Combine the three nursing organizations with the A.N.A., the leading one, 
and a department for public health, etc. Raise dues, so that nurses could pay alumnae, 
district, State and National in one assessment. 

I feel that raising of dues would be ungraciously received. 

Make a budget and live within it. 

Let it be optional to take or not to take the magazine. 

I feel that were dues decreased and subscription to the magazine optional member- 
ship in the Organization would increase. 

I think that the N.O.P.H.N. has too many salaried women traveling throughout 
the country, also that the magazine might perform as good service if it had a depart- 
ment in the American Journal of Nursing, or the American Journal of Public Health.* 

I am much in favor of an increase in dues in payment of services rendered, but 
whether a non-business agency can run on a strictly business basis seems to be doubt- 
ful. If outsiders do not see us as worthy of support by donations, must we not 
decrease ourselves to a point where dues cover expenses? We would have very little 
left, I fear, but since bills must be paid, etc., is there anything else to do? 

I have been wondering a little about the feasibility of a State or Regional Super- 
visor—a representative of the N.O.P.H.N., but paid by quotas from local nursing 
organizations. They would then call upon her as needed. She would be the official 
adviser in all questions of V.N.A. work, including educational problems, and she would 
bring home to the local agencies the real value of the N.O.P.H.N. and would perhaps 
relieve such positions at the main office. It is extremely difficult to make any local 
board see any advantage in a staff in New York, which they assume cannot possibly 
know the local situation in a few days’ study. 





I wonder, with so many other magazines on Health work, if some consolidation 
would not be of benefit to the magazine. 

I enclose my small subscription. The amount of it is in no sense an indication of 
my interest nor of my appreciation of the value of THe Pusitic HEALTH Nurse 

It is a just appeal, and in case we remain in debt and there is no help in sight the 
nurses should do their bit to raise another sum. 

I think an increase in the individual membership dues could be put over if the 
nurses were asked to buy a “ nurse-magazine-membership ” covering the full cost of 
these items. For my part I shall advocate the N.O.P.H.N. wherever I am able to as I 
appreciate its worth and service to me. 

Would it not be possible to work up some such scheme for membership as is in 
effect with the A.N.A., whereby it would be possible to pay a single fee into the local 
treasury that would cover dues for state and national? Would that not tend to bring 
all local public health nurses into the N.O.P.H.N.? We all know of nurses who will 
join local groups, but have not the spirit, in more ways than one, to see the value 
personally, locally or professionally to become part of the greater association. I have 
thought considerably about the activities of the commercial employment agencies, and 


feel that if a wider use could be made of the N.O.P.H.N. as a clearing house for 


* The executive staff of the N.O.P.H.N. now numbers ten in all. Keeping in touch with 
the developments in the field is a prerequisite to rendering service to the field, and that ts one 
1f the chief functions of the N.O.P.H.N. Could we give expert professional service through 
any other than a salaried person? Usually the comment from the field is that “ No one from 
Headquarters ever comes to see us.” 
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public health nurses by those who employ, there would be fewer unprepared nurses 
employed. How can the Boards of Education and City and County Civil Units be 
brought to see the value of appealing to the N.O.P.H.N.? Could this be done throug! 
the N.E.A. or through the National Chamber of Commerce? Are all of the State 
Tuberculosis Associations as strict about the qualifications of nurses as they should be 

The only sound business suggestion I can make is to have the magazine pay for its 
own production. (There followed a suggestion too long to quote here to change thx 
character of the magazine to something of more popular appeal, on the order of the 
Ladies’ Home Journal, making the advertisements pay for the magazine.) 

I not only appreciate your advice and help but feel that I could not have made such 
a success of my work were it not for the splendid coéperation and interest of such 
organizations as the N.O.P.H.N. 


I feel that the N.O.P.H.N. is so vitally necessary in promoting and sustaining higher 
standards for Public Health Nursing, that I want to do my small part. 


SIXTH ANNUAL MEETING OF THE INDUSTRIAL SECTION 
OF THE N.O.P.H.N. 
The Sixth Annual Conference of the Industrial Section of the N.O.P.H.N. 
opened with an informal luncheon at the Hotel Cleveland, Cleveland, Ohio. 


Seventy-five Industrial Nurses availed themselves of this opportunity to 
become better acquainted with other members of their own group and the various 
activities that they represent. 


Miss Mary Elderkin, Chairman of the Section, called the meeting to order 
with a few well-chosen words of welcome and a brief history of the activities of 
the section since its organization in Atlanta in 1920, and expressed the appreci- 
ation of all present to Mr. W. H. Cameron, Managing Director of the National 
Safety Council, for his splendid cooperation in the arrangements for holding this 
conference in conjunction with the annual meeting of that wonderful organiza- 
tion. Miss Marion Howells gave a gracious welcome from the nurses of Cleve- 
land to the visiting nurses. 


Mrs. Austin Levy of Harrisville, R. I., begged us to remember that we all 
started with lay minds and to interpret ourselves to the laity in terms that they 
can understand. She said that there was no limit to the possibilities in industrial 
nursing for the far-seeing, earnest, conscientious nurse. A letter from Mrs. 
Chester C. Bolton was read expressing her regrets at being absent from the city 
at the time of the meeting. 

Dr. Cassius Watson of the American Telephone & Telegraph Company 
addressed the members on “ Health in Industry.” He outlined a possible plan 
for the health education of the worker, in which doctors and nurses should be 
the background and the source, with non-professionals as the propagandists. 
Dr. Watson’s paper offered much food for thought and many suggestions for 
constructive health education. 


A discussion of problems followed. It was interesting to note the enthusiasm 
of the younger nurses during the discussion on “ selling ” the social service side 
of industrial work to the management. The members present had an oppor- 
tunity to “listen in” on many interesting papers and discussions in the general 
program of the National Safety Council meeting. 











MENTAL HYGIENE AND THE NURSE 


By DoucLas A, THom, M.D. 


Director, Division of Mental Hygiene, Massachusetts Department of Mental Diseases 























Mother: 
Nurse: 


HE fact that psychiatry has been 

emancipated from the asylums, 

jails and poorhouses during the 
past two decades and has become a 
part of so many of the social institu- 
tions, such as the courts, schools, as 
well as industry, has not been due to 
any unusual strides or advances that 
have been made in this particular 
branch of medicine, but, to a very 
large extent, to the unusual and wide- 
spread interest that has been brought 
about on the subject of mental health 
through a program of education. 


“Tve brought ’er. 
“TI think she should have brought you.” * 


” 


The first and one of the most im- 
portant steps that was made in the at- 
tempt to utilize psychiatry outside of 
institutions was brought about by the 
development of the out-patient clinics 
in several of the states throughout the 
country, especially in Massachusetts 
and New York. The function of the 
clinics was at first directed toward the 
care and supervision of those patients 
who had been at some time in a state 
hospital. It was not long, however, 
before the demand for extra institu- 
tional consultations in mental cases be- 


* This cartoon first appeared in Maternity and Child Welfare and later in the ental 


Hygiene Bulletin. 
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came so great that out-patient clinics 
interested in mental health became a 
part of many well organized general 
hospitals. 

The next step of importance was 
that of organizing clinics to deal with 
the mental health of the school child, 


with the idea of examining, diag- 
nosing and making a plan for those 
children whose intellectual achieve- 


ments were falling behind their chrono- 
logical years. This involved examina- 
tion of a rather selected group of chil- 
dren whose problems were not that of 
inferior intellectual endowment, but 
rather of emotional instability, mani- 
festing itself in undesirable habits, 
personality deviations, and, not infre- 
quently, moral obliquities, of which 
truancy, lying and stealing were the 
most common. It was not surprising 
that those interested in the mental 
health of the school child and mental 
illness in its incipient stages should find 
that many of the problems relating to 
the mal-adaptation of the individual to 
his environment had its origin long be- 
fore the child came under the observa- 
tion of the school clinics, and it is of 
interest to note that the pediatricians 
were the first to call our attention to 
the fact that many of the problems of 
childhood could not be accounted for 
on a physical basis, and that the mental 
aspect of the child’s life is of impor- 
tance from birth. 
Development of Clinics 

These two observations led to the 
organization and development of clinics 
for the child of pre-school age, com- 
monly known as Habit Clinics, or 
Child Guidance Clinics, the object of 
which is to study the mental life of the 
child during this important formative 
period with the idea of preventing per- 
sonality twists which, to a very large 
extent, are the reaction of the child to 
a particular environment. 

This fairly well organized develop- 
ment of clinics throughout the country 
during the past ten years has stimu- 
lated no small amount of interest on 
the subject of mental health in general, 
and from each clinic has_ radiated 
knowledge which, in itself, has been 
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a great influence for good. The fact 
remains, however, that in spite of what 
has been accomplished by the psy- 
chiatrists, psychologists and psychiatric 
social workers, the mental health of 
the child, to a very large extent, is in 
the hands of the parents, teachers, 
nurses, and, in fact, all those indi- 
viduals with whom the child makes 
even the most informal contacts. It 
is, therefore, not only wise, but neces- 
sary, that those individuals with whom 
the child is going to be associated, be 
as well informed with reference to the 
mental health of the child as conditions 
under which they are working will 
permit. 


Unique Opportunity but Inadequate 
Preparation 


I know of no group of individuals 
who are in a better position to influence 
the public mind with reference to the 
importance of mental health than the 
nurses. It is, however, a sad com- 
mentary on nursing education that the 
mental aspect of the patient’s life has 
been so absolutely neglected. I think 
it is quite fair to say that the nurse 
who has had the usual prescribed 
course of training has but very little 
more knowledge and perhaps less in- 
terest in the subject of psychiatry than 
the general run of lay-people. In fact 
she is more apt to think of mental ill- 
ness in terms of delusions, hallucina- 
tions, deterioration and bizarre con- 
duct than if she had not had her 
professional training. This, of course, 
is not only true of the nurse, but is 
equally true of the physician who is 
not particularly interested in the sub- 
ject of psychiatry. The unique oppor- 
tunity which the nurses have if they 
were trained to accept it, in not only 
disseminating knowledge of the value 
of mental health and its relation to ill- 


ness and incapacity, but, in many 
instances, alleviating difficult home 


situations by their advice and sugges- 
tion, is shown by the extensiveness of 
their contacts here in the city of 
Boston. 

The Community Health Association, 
well organized and operating in a most 
efficient manner, has on its staff 120 
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nurses who visit on an average of 1,000 
homes each day. The nurses under the 
supervision of the Health Department 
of the City of Boston make contact 
with 900 homes a day, and the school 
nurses and those primarily interested in 
the subject of tuberculosis would add 
500 per day. Each one of these nurses 
comes in contact not only with an indi- 
vidual, but with a family, and each one 
of these families is intimately related 
with numerous other families in its im- 
mediate neighborhood. It is perfectly 
obvious that such a group of nurses 
with adequate training would be in a 
position to render an invaluable serv- 
ice, in a manner that would be most 
convenient and acceptable to their pa- 
tients. It is doubtful if there are more 
than 20 physicians specializing in psy- 
chiatry in the city of Boston, and the 
number of clinics primarily interested 
in the mental aspect of the individual’s 
life could be counted on the fingers of 
one hand. The total number of per- 
sons applying to clinics for advice re- 
garding mental health each year would 
probably not be more than 3,000. This 
is in marked contrast to the available 
facilities and the number of individuals 
who are seeking assistance on account 
of physical symptoms, many of which 
have their origin in or are perpetuated 
and exaggerated by a state of mind. 


Recognizing Mental Problems 


If the nurse, through her training 
and education, could be equipped to 
recognize the relationship between 
mental illness, incapacity, behavior 
disorders, delinquency and dependency, 
it would not be long before a situation 
would be created which would demand 
the same facilities for the relief of 
inadequacy brought about by mental 
causes such as now exists for the 
alleviation of physical ailments. 

The nurse comes in close contact with 
the home. She sees not only the totter- 
ing, deteriorated grandfather, the neu- 
rotic mother, the alcoholic father, but 
she is brought in close contact with the 
innumerable problems which concern 
the children of the household. She sees 
the child who refuses to eat, who has 
night terrors, who is a persistent bed- 
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wetter, whose sex activities are a prob- 
lem of great concern to the mother. 
She meets the child who is shy, ex- 
tremely jealous, over-pugnacious ; who 
not only demands, but gets, a dispro- 
portionate share of the mother’s time, 
leading to neglect of the other children. 
These, to be sure, are not problems for 
the nurse to treat, but they are prob- 
lems which she should be able to recog- 
nize as mental problems. She should 
be cognizant of all the facilities which 
her community has at hand to deal with 
such cases, and encourage the family 
to avail themselves of the opportunities 
offered. 


Educational Opportunities in the Field 
and in the Training School 


For the nurse who is already out in 
the field, whose general training, as 
such, has been completed, opportunity 
should be given wherever possible for a 
course of lectures which would cover 
the fundamentals of mental hygiene, 
its relation to physical disease and 
problems of general community in- 
terest, such as relationship of mental 
hygiene to schools, courts, industry, 
etc. Such a course might well consist 
of 12 or 15 lectures, given at weekly 
intervals, supplemented if possible by 
visits to out-patient departments and 
clinics interested in problems of mental 
health. 

sut something very much more fun- 
demental should be inaugurated in the 
training school system which would be 
more than a super-structure added to 
the general training. In consideration 
of the treatment of most physical dis- 
eases, the psychogenic aspects and 
complications should be pointed out 
and given the same consideration, in 
so far as the case deserves, as the 
physical aspects. This would not 
mean turning out a group of nurses 
specially trained to care for mental 
patients; it would simply mean that 
every nurse would be, within reason- 
able limits, capable of comprehending 
the mental complications that occur in 
most physical ailments, 

Dr. Borden S. Veeder, a well known 
pediatrician, not long ago stated, 
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A knowledge of the psychology of child- 
hood is as essential to the pediatrician as a 
knowledge of disease, as it is an integral 
part of the development of the child, and 
without it one cannot understand many of 
the factors influencing physical growth. 


Dr. Emmet L. Holt pointed out 
that mental hygiene would have a 
great influence on the pediatrics of 
the future. The internists and spe- 
cialists in other fields are all appreciat- 
ing more and more the close relation- 
ship between the physical and the 
mental aspect of the individual’s life. 
It seems, therefore, but the next logical 
step to make room in the nurse’s curric- 
ulum for the subject of mental hygiene 
and social psychiatry. 

There is no professional group that 
comes in more intimate contact with 
the individual than the nurse and there 
is no profession where a_ practical 
demonstration of mental hygiene 
would be of more value. The sub- 
ject of mental hygiene and its ap- 
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plication to individual cases and the 
allied subject of social psychiatry with 
its more general application to social 
problems, should become a part of 
the didactic training in every gen- 
eral hospital that hopes to prepare 
its graduates for the numerous and 
varied problems of the nursing profes- 
sion. Wherever possible a close liaison 
should be established between the gen- 
eral hospitals and the psychopathic hos- 
pitals and such out-patient dispensaries 
as are interested in the treatment of 
mental cases in their incipient stages. 
Only in this way will the nurse become 
sufficiently familiar with the ever- 
increasing army of mal-adjusted indi- 
viduals who represent the industrial 
misfits, the economic failures, the 
behavior problems, and, in general, the 
group of individuals who are failing 
to meet the problems of every-day life, 
not on account of sickness and disease, 
but owing to poor mental health. 


This beautiful monument stands in front of the Edith Cavell School in Brussels 
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CHILD WELFARE WORK IN JOHANNESBURG 


By ConsTANCE MorissE 
Senior Health Visitor, Public Health Department, Municipal Council of 


N 1911, the Municipal Council of 
Johannesburg, on the advice of the 
Medical Officer of Health, and hav- 
ing realized the necessity of fostering 
and supporting a scheme for the better- 
ment of the health of its infant popula- 
tion, made a commencement by appoint- 
ing two health visitors.* At first 
these two health visitors, who fully 
recognized that they were but two 
small-sized pebbles on a very spacious 
and inhospitable beach, worked under 
the supervision of the Medical Officer 
of Health, their duties comprising gen- 
erally the following up of the child- 
births in the poorer quarters of the 
town (the notification of all births to 
the Medical Health Officer is com- 
pulsory), investigation of the deaths 
of infants and children under five years 
of age, and home visiting. 

Home Visiting is an art and one of 
the most important duties in connection 
with child welfare work. It is in the 
course of home visiting that the health 
visitor really attains to that personal 
intimacy with the mother which gives 
the opportunity of imparting a knowl- 
edge of Mothercraft, which is so all 
important for the welfare of the 
mother and the future good of her 
infant. Besides, it is in the course of 
personal and intimate conversation, 
that the health visitor can most easily 
convince the lazy, ignorant, or deluded 
mother that her baby should, if it is 
to survive and enjoy good health, re- 
ceive its birthright, not a mess of pot- 
tage in the form of artificial food, but 
its mother’s breast-milk. 

In the ordinary course of her work 
the health visitor in Johannesburg pays 
approximately fifty to sixty first visits 
per month, and one hundred and fifty 
to two hundred re-visits per month. 






_ * Eprror’s Note: 
child welfare. 


Johannesburg, South Africa 





Health visitor in this instance means a nurse with special training in 
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Welfare Clinics 

In May, 1915, the first “ Baby Wel- 
come,” as it was then called, was started 
in Johannesburg by the National Serv- 
ice Fund, the voluntary organization 
that works in conjunction with the 
health visitors, which obtained from 
the Municipal Council facilities for the 
reception of mothers and their babies, 
in the shape of a block of rooms in the 
New Market Buildings. With the co- 
operation of the health visitors, who 
invited mothers with their infants to 
attend this “ Baby Welcome,” weekly 
weighing of infants and welfare advice 
to mothers became an_ established 
institution. 

As time went on, the Municipal 
Council realized that the provision of 
foodstuffs and clothing materials was 
an essential item in their child welfare 
scheme, and today it contributes prac- 
tically all the foods and material for 
clothing. 

In 1920, when the number of health 
visitors was increased to four, it was 
decided, for the greater convenience of 
mothers, to open branch clinics, and in 
due course, through the courtesy of the 
Witwatersrand School Board, clinics 
were opened at Milner Park School, 
Vrededorp, Jeppes Central School and 
Turffontein West School. These clinics 
are conducted by the health visitors on 
the same lines as the New Market 
Clinic, except that no provision is made 
for the making of layettes, this work 
being centralized at the New Market 
Clinic. In order to enable mothers to 
breast-feed their children, the mothers 
are given for their own use supplies of 
groats and milk, etc. In the case of 
infants who cannot be breast-fed, or 
infants who are beyond the age when 
they can be breast-fed with advantage, 
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supplies of specially pasteurized milk 
are given. The amount of this pasteur- 
ized milk for each individual infant is 
ordered by the health visitor in charge 
of the clinic, and the milk is delivered 
at the home of the mother daily by the 
coupon system, 

The principal clinic is that held in 
the New Market Building. Here the 
Council’s Honorary Medical Infant 
Specialist deals with all cases of diffi- 
cult artificial feeding and any special 
cases referred from the branch clinics 
or the districts by the health visitors, 
and in cases where hospital treatment 
is indicated, arranges for the admis- 
sion of the case to the Children’s Me- 
morial Hospital. 


Layettes 


A feature of the clinic is and always 
has been the facilities given to expect- 
ant necessitous mothers to make their 
babies’ layettes. The Municipal Coun- 
cil provides all the necessary materials, 
while the National Service Fund gives 
the services of a qualified sewing in- 


structress. The layettes are standard 
garments, which combine the _ best 


hygienic and economic principles in 
infant clothing with comfort. The 
mothers make every garment them- 
selves, under careful direction, and 
must not take away single garments 
until the whole layette has been com- 
pleted. Often these mothers know 
little or nothing about sewing when 
they commence their layettes, but 
when they have finished are, if not 
accomplished seamstresses, at least 
reasonably good needle-women, which 
is all to the good. It is a cheerful and 
happy community of expectant mothers 
which one can see daily working at 
their layettes, and the justifiable pride 
which a mother exhibits when she 
eventually carries away her completed 
bundle of baby clothing is something 
worth seeing. Throughout their work 
together these expectant mothers talk 
of many things, but they talk mostly 
of how they are going to bring up their 
babies on the lines told them by the 
health visitors. 
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Ante-Natal Care 
Ante-Natal Clinic 


been 
started at the Child Welfare Center 
under the direction of the obstetrical 


has 


An 


specialists of the Queen Victoria 
Maternity Hospital. The health visit- 
ors assist at these clinics to which they 
send any expectant mother with whom 
they come in contact. 


Propaganda 


At the New Market Clinic are ex- 
hibited many illustrated posters de- 
signed to explain the many rules of 
infant feeding, and infant and mother 
care. 

Each mother attending the clinic is 
also given various leaflets appertaining 
to health, advice to mothers and 
“ Dont’s.” 

A comprehensive booklet, entitled 
“Care of Mother and Baby,” has been 
compiled and issued by the Johannes- 
burg Public Health Department and 
is given free to all mothers attending 
the clinics. It is also handed to all 
persons registering births at the office 
of the Registrar of Births. Arrange- 
ments are in train for the distribution 
of this booklet in primary and second- 
ary schools to all pupils who have 
sisters and brothers who are under five 
vears of age. It has also been adopted 
as the official textbook for the teach- 
ing of mothercraft to the senior girls 
in the Transvaal schools. 


The health visitors of the Public 
Health Department, Johannesburg, 
have arranged at the Witwatersrand 
Agricultural Show each year a demon- 
stration featuring bad and good meth- 
ods in connection with the care of 
mother and infant. Model layettes, 
maternity baskets, infant cots, methods 
of artificial feeding, etc., were “on 
show ” and a wide selection of litera- 
ture on the many aspects of child wel- 
fare was available. The literature had 
a great vogue and even the fathers be- 
came interested. These demonstrations 
not only benefited town mothers, but 
also many mothers residing in the 
country districts of the Transvaal. 
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General Progress and Results 

It is a little difficult to arrive with 
any accuracy at the results of Child 
Welfare work, but the infantile mor- 
tality rate is to some extent at least an 
index of progress. Of course, the in- 
fantile mortality rate is influenced by 
many other factors than the educative 
efforts of the health visitors and attend- 
ance at clinics but there can be no ques- 
tion that child welfare measures have 
a very considerable influence in reduc- 
ing the mortality rate. 

The average death rate for 1903- 
1912 of infants under one year of age 
was 135.05 and for 1922-1924 84.74. 
The results of our work are, how- 
ever, more clearly reflected in the 
conditions seen in the poorer class of 
homes, which to-day are vastly better 
than they were before clinics were 
established and home-visiting and re- 
visiting undertaken. 

Mothers are more and more realizing 
that cleanly homes, fresh air, sunlight, 
proper feeding and care of themselves 
and their children does much to banish 
illness and render their children 
healthier and their homes happier. 
They are keen to attend the clinics, 
do so regularly, are eager to obtain 
advice which will benefit themselves 
and their infants, and are fully con- 
vinced that the only good method of 
feeding their infants is at the breast. 
They are also arriving at an apprecia- 
tion of the advantages of having their 
confinements in a maternity hospital 
where they can be properly attended 
to. Also, child welfare work is slowlv 
but surely improving the standard of 
conduct of the untrained midwife. who 
is beginning to understand that the 
present-day mother, even the poor 
mother, demands more adequate and 
careful care in her confinements than 
she has heretofore received. 
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SAVE THE BABIES 


“The Race marches forward on 


the feet of little children 
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Baby in the natural way—tfrom the breast 
Baby regularly, by the clock, and not by 
guesswork or t 





Baby 4 hourly (or at most 3 hourly), by the 
clock at the same hour each and every day. 

feed Baby at night between 1 P.M. and 
6 A.M 

forget Baby ets thirst g1V ( boiled 
water to him between feeds, 

forget to have plenty of fresh morning air in 
the room where baby is, th day 1 night, 

overclothe Baby; clothe Ba W and 
lightly. 

forget that flies carry diseases; | your 
3aby from them, by covering him when 
asleep with a muslin net Kill all flies 

forget to wake Baby if it is his fe g time 

feed him whenever he cries 

give Baby a “ Dummy.” 

let Baby form bad habits, they these 


just as easily as an adult 


take Baby t 


bed with you, give his own 
bed 
keep Baby in warm “ stuffy ’’ rooms, and 
then ‘‘ wonder why” he catches Id when 
taken out 
forget to give Baby a bath each using 
pure soda-free soap 1 a soft towel, drying 


skin carefully 











use dusting powder and clog up the pores, 
they must be free to do ir work get 
ting rid of a certain amount of waste 
products of the body. 

use a flannel binder after the is off 

give the new-t t y cast 1. olive oil 
or any other purgative—nature s its 
own purgative in mother’s mill 

give Baby ‘‘ soothing syrups,” ‘“ teething 
powders,” they are d 

give Baby alcohol 
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HOME HYGIENE IN A PUBLIC HEALTH 
NURSING PROGRAM 


By Mrs. IsABELLE W. BAKER 
Director, Instruction in Home Hygiene and Care of the Sick, American National Red Cross 

















A Class of Chinese Mothers 


OT until the community has a 
general idea of what is essential 
to the maintenance of individual 

health and what constitutes public 
health will the work of the public 
health nurse be assessed at its rightful 
value. In the light of experience it is 
not too much to assert that one of 
the greatest aids to this general under- 
standing is the instruction in home 
hygiene and care of the sick. Let us 
briefly survey the history of the serv- 
ice, before taking up its present work. 

As a separate activity in the general 
planning for community health, home 
hygiene was established by the Ameri- 
can Red Cross in 1908 when teaching 
in the form of lectures on what was 
then called “ home nursing” was first 
civen in the District of Columbia, fol- 
lowed by Brooklyn, Cleveland and San 
Francisco. The two years from 1909 
to 1911 were spent in organizing 
classes on a national scale where the 
subject was next taught orally and by 


demonstration, and a textbook became 
necessary. In October, 1913, was pub- 
lished the book prepared by the late 
Jane A. Delano and the late Isabel 
Mclsaac, so widely known today in its 
revised form throughout the United 
States and called since 1918: “ Home 
Hygiene and Care of the Sick.” From 
1913 to 1916 the work pursued a nor- 
mal course, interest slowly but steadily 
increasing. 
New Phases of the Service 

In that year this service entered into 
its second phase. The war turned 
woman’s attention to the necessity for 
such knowledge. In the twelve months 
immediately following, the work en- 
larged itself eightfold and grew year 
by year so rapidly that in 1920 alone 

following the demand created by 
the great influenza epidemic—89,745 
women and girls qualified themselves 
for the Red Cross certificate. These 
figures do not include the thousands 
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of women and girls who took the in- 
struction but did not complete the 
course. 

The exigencies of these tremendous 
years over, Home Hygiene and Care 
of the Sick entered into its third phase, 
broadening itself out into a permanent 
contribution to community health, by 
stressing an understanding of personal 
hygiene and public sanitation and ham- 
mering at it as was not possible in the 
years when driving need made em- 
phasis on the home nursing side im- 
perative. This brings us to the theme 
of the present article. 

Years ago a Division Director of 
Nursing wrote: 


From actual work in the field we have 
come to the conclusion that all county public 
health work should be prefaced by classes 
in home hygiene and care of the sick. As 
one of the Red Cross Chapter chairmen has 
written “You will see that the nursing 
classes act as trumps in this game of 
demonstrating to the people the necessity of 
county-wide public health work. In this 
particular community the instruction work 
has brought about the demand for two public 
health nurses.” 


At first glance it may be difficult to 
see why this is so. Let us take an 
illustration. A public health nurse goes 
into a county where there is no under- 


standing at all of her work. She is 
not supported by the community. 


It is a constant uphill struggle all the 
way with little to show for what she 
puts forth. In the case of another 
county where the women who know 
what an educational program in health 
means, are deeply interested and solidly 
behind the nurse, she goes ahead be- 
cause she is no longer striving against 
a current of misunderstanding, perhaps 
even prejudice. 


Making a Demonstration 


Sut how is this understanding 
brought about? Often in this way. 

A request for an itinerant home hy- 
giene instructor comes from a county 
knowing nothing of public health work. 
Perhaps a visitor into an adjoining area 
has seen a demonstration or attended 
one of the classes and brings back an 
interest in the subject, stimulating a 
demand. The instructor goes in as a 


Jar 
pathfinder in health, so to say. She 
begins by calling a meeting of the 


whole town through the Chapter Ex- 
ecutive Committee. [Everyone is at- 
tracted by the uniform of the Red 
Cross nurse—she goes on the platform 
so attired and that town hears its first 
public health talk. She is there pri- 
marily to interest them in the course in 


Home Hygiene and she explains just 

















This High School Student has learned 
take care of her little Sister 
as much of the subject as will bring 
them to the first class. After a demon 
stration the way is easy because every- 
one is enticed by the practicality of the 
instruction and its universal applica- 
tion. In a semi-humorous speech she 
explains something in this fashion: 


You all know how to make a bed but can 
you make a bed that will stay put? You all 
know how to bathe a baby but can you do 
it in the home hygiene way that is so much 
better and quicker than the ordinary way? 
You all know how to make a mustard plaster 
but are you able to make one guaranteed not 
to take the skin off? Of course, if you be 
lieve in the school of mustard plaster teach- 
ing that insists on skinning the victim, you 
won’t want to come to the course. Nor will 
you want to attend if you are not interested 
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in knowing how to change the sheets on a 
bed without making the patient sit up in a 
chair, or in knowing how to give a sponge 
bath to a patient with high fever, or in 
being able to help your sick neighbor in 
the right way. Your Red Cross Chapter 
has offered this course to you. As you are 
all “free, white and twenty-one” you can 
come. Visitors are also invited but not to 
more than three lessons. 


Curiosity generally brings them; in- 
terest keeps them attending; and gen- 
erally they complete the course. Some 
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opportunity to explain what constitutes 
the work of the public health nurse and 
the difference between it and that of 
the home hygiene instructor. The lat- 
ter says that she cannot go into the 
home to attend to sickness nor can she 
show members of the family what to 
do unless they come to her classes, but 
if the county had a public health nurse, 
that is just what she would do. 

All the women and girls who com- 
plete this course are definitely and in- 




















Another community group interested in Home Hygiene 


instructors have a special night where 
they show the men what they particu- 
larly want to know when sitting up 
with a sick lodge brother or neighbor. 
Invariably, they all attend because as 
they frequently do give up a night’s 
rest for that purpose, they want to 
know just what to do in the right way. 
And almost always the class has some 
visitor or another because the student 
who has a guest and does not want to 
miss a night, takes her along, too. This 
is the way knowledge of the subject is 
very often spread from one county to 
another. 


The Entering Wedge 


During the classes almost invariably 
someone or another asks for bedside 
nursing or prenatal care. Here is the 


telligently interested afterwards in a 
public health nursing program. Some- 
times they contrive to awaken public 
opinion to the need for a public health 
nurse; sometimes when she is already 
there and funds are running low be- 
cause of lack of interest, they re 
awaken their community and_ band 
themselves together for some activity 
to raise money to support her work for 
another year. 


How the Nurse May Use It 


Obviously then, if home hygiene and 
care of the sick is useful as an enter- 
ing wedge for the public health nurse, 
it is equally important as a means 
through which she can gain the support 
of the women and girls in her com- 
munity. By working with them in 
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these classes a solidarity of thinking 
about health and preventive work is 
engendered attainable in no other way. 
Today, there are 700 Home Hygiene 
instructors, approximately one-third of 
whom are public health nurses also in- 
structing classes in this subject. From 
as far south as Florida and as far north 
as New England, as far west as Cali- 
fornia and as far east as New York 
State nurses report that through the 
course community attention is turned 
to preventive work. Children are im- 
munized against smallpox, diphtheria 
and typhoid; physical defects are cor- 
rected; and greater care is observ- 
able in tuberculous families. In one 
Indiana county the public health nurse 
attributed the marked response on 
the part of the men to the fact that 
many were husbands whose wives had 
been her students in the course. 
Higher standards of hygiene were set 
for to be published. 


Further Results 


Another public health nurse from 


Georgia reports that in four years the 
students attending her classes were 
drawn from as diverse sources as 
housewives and mothers, teachers, so- 
cial worker, a minister, a Y. M. C. A. 
worker and a social worker among 


boys. Incidentally six of the teachers 
decided that they liked nursing better 
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than teaching and entered training 
schools—home hygiene and care of the 
sick all over the country plays an im- 
portant part in vocational guidance, and 
hundreds of girls every year, after 
graduating from the classes, become 
student nurses. 

In short, what home hygiene classes 
may mean cannot be better summed up 
than in the words of an Indiana home 
hygiene instructor who is also a public 
health nurse: 


The ultimate purpose of our classes is to 
try to perpetuate the nursing service through 
Red Cross and Christmas seals until public 
sentiment is created sufficient to demand its 
permanent establishment by taxation. This 
can be done only by contact with the rural 
communities, giving a better understanding 
and appreciation of the nursing service. 


To have an intelligent and enlight- 
ened substratum of the community 
solidly behind professional work for 
public health, the effect of instruction 
in home hygiene and care of the sick 
has only to be tried. The effort is con- 
vincing. Graduate students of the 
course are always the supporters of the 
public health nurse. Through them 
she can broadcast to the rest of the 
community what is being done and why 
it is being done because they can com- 
prehend her educational program and 
pass on such facts as will be appreciated 
by those with less direct understanding. 





THE 1926 CALENDAR—THE NURSE IN POETRY 


The Calendar this year is somewhat of a departure from those of the five previous years, 
and its poetic and artistic features should make it an appropriate and beautiful Christmas 


gift. 


W. E. Henly, Alice Meynell, Robert Louis Stevenson, Gabrielle D’Annunzio, Long- 


fellow and other masters have furnished the verses, also talent from among our own ranks. 
The frontispiece in four colors is by a well known illustrator, and the delightful page illus- 
trations, add a special touch to the poems selected with much care for this year’s Calendar. 

The price is $1.00 per single copy and 75 cents on all orders of 50 or over delivered in 


one shipment. 
New York, N. Y. 


Headquarters National League of Nursing Education, 370 Seventh Avenue, 
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3y HARRIET FROST 


Educational Director, 


E are hearing much at the 
present time of the case study 


method under a new name. The 
informal case conference, a familiar 
and helpful institution wherever visit- 
ing nurses are gathered together, was 
but the distant forerunner of the sys- 
tematic case study of the present time. 
The very scarcity of text books up to 
recent years encouraged the use of the 
rich material of every day experience 
for teaching purposes, and kept very 
direct and clear the path between the 
district and the class room. The most 
apathetic class which would drowse 
peacefully through a carefully pre- 
pared lecture, will be aroused to keen 
interest and discussion by an appeal to 
their own actual experiences of the 
day. 

The problem of the teacher or super- 
visor (and these terms are used syn- 
onymously) is, first to give to the 
nurses a very definite idea of the gen- 
eral family service they are expected 
to render, and then to work out some 
method whereby this may be carried 
out. 


Evolution of the 


Service 


Family health supervision is a com- 


plex service which has _ gradually 
evolved from the very simple service 
of nursing care to a sick individual. 
This has developed, as we have come to 
understand, more fully the relation be- 
tween the way people live and the way 
they feel, between their habits of life 
and their state of health. It is our 
privilege as visiting nurses to attack 
the causes of sickness at their very 
source; namely, in the home. Here, 
if one has the eyes to see and the 
heart to understand, are to be found 
not only the dread probabilities of sick- 
ness, but the vast possibilities of health. 
In fact the whole family picture hangs 
in plain view, without the laborious 


Visiting 


Nurse Society, 


Philadelphia 


process, so often necessary, to collect 
the material for this picture or study 

But to return to our “simple serv- 
ice,” it is important to remember that 
any work towards family health de- 
pends upon the quality of this indi- 
vidual service. From the sick person, 
our service radiates first to the family 
and then to the larger circle of the 
community. In describing this service 
it is impossible to say where one begins 
and the other ends, so closely are they 
all related and interrelated. 

Family health supervision, therefore, 
means: First, the care of the patient, 
including : 


(1) Nursing care and the teaching of 
home nursing. In just such proportion as 
the family can be taught to assume responsi- 
bility for the care of their own sick, to such 
an extent will the nurse be relieved for her 
other duties. This means adjustment of 
visits as to frequency, and also making sure 
that there is a minimum change of nurses. 

(2) Securing of proper medical attention, 
and keeping the physician informed as to the 
condition of the patient. This is a responsi- 
bility frequently overlooked by nurses accus- 
tomed to hospital routine. 

(3) The use of medical relief including 
appliances from the loan closet, when the 
circumstances of the family render this nec 
essary; the employment of occupational 
therapy or other adjuncts to recovery. 

(4) Attention to the immediate surround 
ings of the patient—cleanliness, quiet, proper 
ventilation, etc. 

(5) Effort to secure peace of mind for 
the patient. Here one is immediately led out 
into the larger circle of the family. In fact, 
with each of the above one is impressed with 
the interdependence of the members of the 
family. 


Second, attention to the family. The 
starting point for the family might well 
be: 

(1) Observation of the health of each 
member—sufficient interest to at least notice 
the physical condition of each one. Here we 
have to deal with the large group of “ neither 
sick nor well.” 

(2) The natural consequence of observa- 
tion is the discovery of certain conditions 
and defects which lead up to examination by 
a physician. This being the most obvious 
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form of health work, the nurse is sometimes 
apt to fall upon it with too much zeal. 
There is a very decided question here as 
as to the amount of her own time which a 
nurse should spend in actually taking patients 
to hospitals and clinics. In some instances, 
of course, it must be done, but here again 
family responsibility should be encouraged, 
and while this often requires a longer time it 
usually produces better results in the end. 
It is no wonder that the average parents are 
appalled at the list of defects unearthed by 
an examination of their offspring, and by 
the recommendations that so glibly follow. 

(3) Quite as important as the above is 
attention to the habits of the family, espe- 
cially of the children, in all matters of hy- 
giene. Just what these points are cannot be 
too often emphasized. One would wish that 
every nurse could have before her daily that 
chart called “ Health and Nutrition” pre- 
pared by the Philadelphia Child Health So- 
ciety, presenting so graphically the essential 
factors in the health of a child. 

(4) Assistance in the adjustment of those 
family problems which crowd upon us so 
fast and everwhelmingly. This service im- 
plies the ability on the part of a nurse to size 
up a situation and to see the relation be- 
tween cause and effect, and also to realize 
the difficulties which the family has to en- 
counter in carrying out the suggestions she 
gives. If more attention were given to the 
picture of the family life as a whole, there 
would be less disappointment as to results, 
and less complaint of lack of co6peration. 


In considering the family situation 
it is necessary to distinguish between 
the type of situation which can be 
dealt with quite simply and naturally 
by the nurse, and the type which re- 
quires the assistance of a family case 
working agency. The latter involves 
the whole technic of co-operation—the 
use of the Social Service Exchange, 
the selection of the proper agency if 
others are necessary, conference with 
workers, and the various other steps 
in co-operation with them. All of this 
can best be taught by actually working 
it out in connection with a particular 
family. 


How Carry This Out 


With this brief understanding of 
health supervision, we come to a dis- 
cussion of the second question; namely, 
how this can be taught and carried out 
in the average busy Visiting Nurse 
Association. 

We want to give to our nurses a 
sufficiently broad and definite idea, and 
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yet we are conscious that even in the 
best organization this program must 
often be cast aside for the exigencies 
of acute bedside work. Appreciating 
the inadequacy of our staffs for the 
work which we daily find to do, it is 
small wonder that we hesitate to claim 
this as a part of our program. ‘The de- 
mands on a visiting nurse service seem 
to increase constantly, and ‘“ more 
nurses”? when once obtained are 
quickly absorbed by the bulk of work, 
and seem to leave no more impression 
than a bubble upon the surface. 

On the other hand, if we take our 
courage in our hands, starting with 
what we have, we shall find that each 
year we are approaching more nearly 
our goal. 

Two Possible Plans 

In developing a new phase of work, 
the first necessity is a team thoroughly 
understanding and in sympathy with 
the goal, and secondly a “ modus oper- 
andi” that really works. Now we are 
free to acknowledge that few if any 
organizations are prepared to carry out 
the above outline in all cases, so our 
problem is to give our nurses the best 
opportunity we can, without waiting 
for the millenium. 

Two plans are suggested—one for 
the Teaching Center to give to students 
and to new staff nurses not only the 
vision but the actual practice of such 
work, the other is a practical method 
to be used with the regular staff nurses. 

The latter method is for the super- 
visor to assign one afternoon a week 
to each of her staff nurses for super- 
vision during which time she is re- 
leased from active nursing work. Her 
own judgment to be used as to which 
of her families need it most. This 
schedule might be worked out with the 
same regularity as the assignment of 
an afternoon off duty. 

Using the First Method 

The first method, however, is the 
one we wish to discuss more in detail; 
and is really the case study method of 


teaching. After outlining what we 
mean by family health supervision, our 
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aim is to give to each student the op- 
portunity to really carry it out in so 
far as that can be done in the short 
period of two or four months. Each 
student is asked to select one of her 
families for intensive health super- 
vision. The supervisor assists in the 
selection, and supervisor and student 
consider the family their joint health 
project. The supervisor is expected to 
give the student opportunity to read 
any previous records and also to make 
necessary consultation visits and to 
confer with other agencies. At the 
end of the period in the Teaching Cen- 
ter, the student writes a report of this 
family using the following outline 
which is also used in presenting cases 
in Case Conference: 


1. Name and ages of family—occupation— 
income—rent—interested agencies. 

. How referred—condition found, 
medical and social. 

. Previous contacts. 

. Action taken as to care of patient and 
supervision of family. 

. Problem stated, with 
future treatment. 


both 


suggestions for 


Each student presents her own case 
to the class. Their papers are studied 


THE Pusitic HEALTH NURSE 


very carefully by the instructor and 
the supervisors, and the student’s field 
work is evaluated partly on this basis. 
These reports are then filed for future 
reference. Whenever possible the case 
is handed over to the next student, and 
with this report as a basis she carries 
forward the plan as outlined, or else 
modifies it as seems best. In this way 
a sort of continued story of family 
health is carried on and does away with 
that feeling of incompleteness so often 
experienced by the nurse whose contact 
with the family is necessarily short. 
Supervisors and students become in- 
terested in these cases which are dis- 
cussed, and look forward eagerly each 
week to a new chapter. 

One family selected recently by one 
of our affiliated students was a patient 
she had known in her own hospital, 
where the patient had been operated 
upon some months previous. The 
paper showed what a different under- 
standing she had after going into the 
patient’s home and seeing the whole 
family picture. Her story was written 
up and passed on to the next student, 
who is also interested in this family 
and has added an interesting chapter. 





The work previously carried on by the International Association for the 


Protection of Children was taken over last year by the Assembly and Council 
of the League of Nations, which referred to its Advisory Committee on Traffic 
in Women and Children, the question of laying out a program. The Advisory 
Committee was reconstituted for this purpose and a new group of assessors to 
serve when questions of child welfare were discussed was appointed. The 
reconstituted committee met for the first time in Geneva in May, with official 
representatives from Great Britain, France, Spain, Italy, Belgium, Denmark, 
Japan, Poland, Roumania and Uruguay. Miss Grace Abbott, Chief of the 
Children’s Bureau, represented the United States in a consultative capacity. 
The Committee voted to recommend that its title be changed to “Advisory 
Commission for the Protection and Welfare of Children and Young People,” 
and that the Commission be divided into two committees, one called the “ Traftic 
in Women and Children Committee,” the other the “ Child Welfare Committee.” 
Miss Abbott reported that it was generally agreed by the committee that the 
most useful function which the League can perform in this field is to assemble 
and make available to experts in child welfare the facts about present child 
welfare conditions and about methods that have been found possible and practica 
in different countries. For the first year the Committee will undertake 
A study of the laws relating to the protection of life and health in early infancy, the 
age of consent and the age of marriage, and regulation and restriction of child labor. 
Preparation of an international convention for the assistance or repatriation of foreign 
children who are abandoned, neglected or delinquent. 


Study of the effect of family allowances on the birth rate and infant mortality rate. 
The effect of motion pictures on the mental and moral well-being of children. 
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The Community Health Center of 
Minneapolis represents a successful at- 
tempt to house under one roof a group 
of societies with kindred aims but dis- 
tinct individuality, which live together 
in amity and pursue their own ends. 

It all started when the Tuberculosis 
Association of Hennepin County 
needed a new home two years ago. The 
empty house belonging to a member 
of the Tuberculosis Association was 
offered and gladly accepted. Quarters 
in this large and well arranged building 
were offered, rent free, to the Visiting 
Nurse Association, the Infant Welfare 
Society and the Hennepin County 
Public Health Association, all of which 
joined the Tuberculosis Association in 
what is now known as the Community 
Health Center. 

Each organization in the Center was 
permitted to choose its own rooms. 
Those chosen by the Visiting Nurse 


Association include two rooms for in- 
fant welfare work with mahogany 
woodwork and fireplaces. A gold ceil- 
ing and paneled oak walls decorate the 
office of the superintendent. The kit- 
chen and the maids’ dining room are 
used by the clerks. The serving room 
with its cupboards makes a fine office 
for the registrar, and the former site 
of the icebox makes a cool if tiny office 
for the physio-therapist. 

The central switchboard is in the 
hall. Upstairs the Visiting Nurse As- 
sociation has two small offices. On 
the top floor are rooms used by all 
the organizations, including a class 
room fully equipped, an attractive rest 
room, and a room for maternity and 
infant displays. Supplies are stored in 
the large basement and there is a big 
attic room not yet occupied. 

The office of the superintendent is 
used for all visiting nurse meetings of 


The fifteenth of the series depicting the homes of voluntary, municipal, and state public 


health nursing organizations. 
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splendid room for teas or social affairs. 
In the past year the Association has 
opened the house for some general 
nursing meetings, finding that this 
gives the nurses in the city a better 
idea of the Association and makes them 
more willing to come to the Association 
when it needs help or can give it. 

There is a house committee of one 
board member from each organization. 
Each organization pays pro rata as to 
rooms, janitor service, heat, light, tele- 
phone, and switchboard operator. The 
committee looks after redecorating, 
minor repairs, etc. One executive acts 
as house representative and keeps 
things running smoothly. 

The cost of operation is much less 
than in an office building, and all the 
organizations feel that the move to the 
splendid old house was most desirable. 

6g & 7. ” 
This group was entered in competition in the The House Next Door houses four 
art exhibit of the Community Fund other social agencies, and its garage is 

Agencies. It was presented to the Visit- inhabited by two other agencies. All 

ing Nurse Association by the artist of these share furnace and janitor with 

the Community Health Center and find 

board, committee or staff. It is also that living in such a neighborly fashion 

loaned for monthly meetings of the has many advantages as well as joys. 
Family Welfare Association. It is a ELEANORE ZUPPANN 

















The employment of visiting nurses in Indo-China, French West Africa, 
Madagascar and French Equatorial Africa has been recommended by the 
Colonial Minister of France in a circular addressed to the governors of those 
colonies. The circular says in part: 

In native quarters where the most pernicious habits are well rooted and tend to hinder 
all sanitary measures, an effort must be made to reach the people with instruction in 
hygiene—and check the development of numerous diseases. 

Such a mission, thus understood, must be carried out by an agent whose technical 
education is broad and who is constantly in touch with the population and shares their 
lives. Energetic and persistent, she must have the tact to make her advice acceptable. 
These qualities will be found especially in women who seem destined for this propaganda, 
and who, under the name of “ Health Nurses,” will devote themselves to the teaching of 
hygiene, particularly in the Mussulman and Islam communities where there is often great 
aversion to a doctor. 

As the public health nurse in Colonial Service must be very specially pre- 
pared, the Minister recommends that, in addition to her two years’ training, 
she also follow the course of the Colonial Section of the School of Sanitary 
Instruction of the Lannelongue Institute of Social Hygiene in Paris. He 
requests the governors to provide funds for a period of three years, to enable 
European nurses, already trained, to take htis additional course of study. For 
it will be they who will become instructors of native girls in the local schools, 
and form a body of European nurses whose influence will be permanent.— 
Information Bulletin, League of Red Cross Societies. 
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MENTALLY DEFECTIVE BABIES* 


Their Recognition, Treatment and Training 


By Joun Tuomson, M.D., F.R.C.P. (Ep1n.) 
Consulting Physician to the Royal Edinburgh Hospital for Sick Children 


Epitor’s Note: In this country the term “ feebleminded” is used to convey the mean- 


‘ ” 


ing of the words “ mentally defective 


in the lives of the mentally defec- 

tive—before school age, during 
school age, and after school age; and, 
although the principles of their treat- 
ment are the same in all the stages, the 
practical details in each are different 
and the people who can give help in 
carrying them out are also different. 

In the earliest of these periods, 
which is really the most important of 
the three so far as the children’s train- 
ing 1s concerned, they can only be 
helped through their mothers. There 
is no other way. It is at this stage, 
therefore, that nurses, as the friends of 
the mothers, can do more to help them 
than almost any one else. That is why 
it is specially about mentally defective 
babies and little children that I am 
speaking to you. 

Those of you who see many babies 
in the course of your work are sure, 
from time to time, to meet with some 
of these children. Fortunately they 
are not very numerous; but though few 
in numbers, they form an important 
part of your charge, because they need 
your help more than most of the other 
children with whom you have to do. 

Their mothers also need your help 
even more than the children do. I need 
scarcely tell you that to have a baby of 
this sort is one of the biggest troubles 
any woman can have. 

You may very likely not be specially 
consulted about the children, for they 
may not be ill in the ordinary sense or 
have need of medicine or of any special 
nursing or feeding. If, however, you 
show a friendly and tactful interest in 
them without, of course, letting it be 
seen that you think them mentally de- 


"| ates are three distinct stages 


employed in Dr. Thomson’s article. 


fective, the mothers will be pleased and 
you will generally be able to gain their 
confidence so that they will allow you 
to help them in many ways. 

It is sometimes surprising how 
Nature teaches these mothers good 
ways of bringing their children on; but 
certainly in most cases they are quite 
at a loss to know how to deal with 
them and much in need of guidance as 
well as of sympathy, and, above all, of 
encouragement to persevere. 

Diagnosis 

How are you to know if a baby’s 
brain is not growing properly—in other 
words, if he is mentally defective? 

You have to find the answer to this 
question partly from what his mother 
tells you, and partly from what you see 
for yourself. Usually it is_ better, 
however, not to put many questions to 
the mother at first. She may not like 
it, and probably in the course of her 
conversation she will tell you quite 
enough to let you see how matters stand 
with the child. 

While talking to her you will learn 
a great deal from watching the baby. 


First. In some cases you have only 
to look at him to see at once from his 
appearance that, mentally, he is not 
quite like other children. There are a 
number of diseases that babies may be 
born with, of which mental defect is 
an important symptom, and which are 
not very difficult to recognize because 
they give the child such a peculiar look, 
When you see that any one of these is 
present, you may be sure that mental 
defect to some extent is there also, even 
although the baby is too young as yet 


* Dr. Thomson has given us the privilege of reprinting this lecture which he gave to the 
College of Nursing, Edinburgh, and which was printed in the Nursing Times, June 27, 1925. 
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to have shown anything wrong in his 
behavior. 

Among these diseases are hydro- 
cephalus, microcephalus, cretinism, and 
mongolism, also spastic diplegia, a con- 
dition which is due to the presence of 
serious disease of the brain or to the 
result of some injury to it, and is char- 
acterized by great stiffness of all the 
muscles of the body. If the baby’s 
head is much smaller than it should be 
for his age, you may also be quite sure 
there is something far wrong with his 
brain. 

Second. In a few cases, although 
you may not see much amiss with the 
child when he is sleeping, you will 
easily recognize his mental defect when 
he is awake, because of his unnatural 
gestures and actions. He is constantly 
grimacing and gaping, rolling his head 
and his eyes about, or screaming with- 
out any obvious cause. In a few cases 
the baby is so dull and listless from the 
first, that he shows no interest in any- 
thing, and sometimes cannot even be 
persuaded to take the breast or the 
bottle. 

Third. Another indication, besides 
the child’s appearance, which is impor- 
tant, is whether he is in the habit of 
having any sort of fits or “ faint 
turns.” 

As you all know, many normal babies 
have fits now and then, from various 
causes which have nothing to do with 
any serious disease of the brain, and 
do not interfere with its health. If a 
baby however goes on having fits for 
a long time, this should always make 
you anxious; for it probably means 
that he has some serious disease which, 
besides causing them, is also interfering 
with his mental development. 

This is especially the case with the 
lesser kind of fits which are called 
petit mal attacks, for they rarely occur 
except when there is an incurable dis- 
ease in the brain. 

These fits are often extremely slight 
at first in their symptoms. The baby, 
from time to time, sometimes only 
once or twice a day, though usually 
much oftener, gives a sudden jerk for- 
ward of his head, shoulders and limbs. 
There is a short period of noisy breath- 


ing and unconsciousness, and he comes 
quickly to himself again and seems all 
right. 

The attacks seem so slight that his 
mother often thinks little or nothing of 
them; yet the outlook for the baby is 
very grave indeed. As the months 
pass, his head does not grow larger like 
those of other babies, and he is very 
long in beginning to do and notice 
things. 

Fourth. In the great majority of 
cases, especially the slighter ones, your 
recognition of the presence of mental 
defect, during the first few years of 
life, has to depend mainly on your 
noticing that the children are unnatu- 
rally slow in learning to behave like 
other children of their age. This is 
often difficult to make out during the 
early weeks and months, because the 
baby’s actions are as yet so few and 
simple. If you study the ways of other 
babies, however, you will soon learn to 
notice very early when there is much 
wrong with him. 


(a) You may find, for example, that he is 
backward in learning the natural movements 
of his body and limbs. Thus, you should 
always be anxious if, without any apparent 
reason, he is much too long in beginning to 
hold up his head, to sit up, to use his hands, 
to stand, and to walk, and shows none of the 
eager desire that other babies have to try 
to do things. It is a bad sign too if, when 
left alone, he always lies quite still, and 
takes no pleasure in kicking his arms and 
legs about. 

(b) It is even worse if he does not seem 
to see and hear ordinary sights and sounds, 
although he is neither blind nor deaf; and 
if he is slow in responding to his mother’s 
voice, to her smile, and even to her touch, or 
at a later stage, in understanding what shi 
says to him and in trying to speak. If his 
case is a very bad one, he may show no in- 
terest at all in his mother, and even be 
unable to distinguish her from a stranger. 

(c) The mentally defective child is 
usually, though not always, very late in be- 
ginning to control his bladder and bowel, 
and in learning to let his mother know when 
he needs to be attended to. As he grows 
older, also, he has often a difficulty in con- 
trolling his saliva, so that it constantl; 
dribbles from his mouth. 

(d) As time passes, you notice other signs 
that the baby’s intelligence is not growing as 
it should. He is lacking in ordinary sense 
and does not understand the meaning even of 
simple and familiar happenings. He does 
not reason, he cannot keep his attention fixed 
on anything for any length of time; and he 
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shows no sign of remembering either people 
or things. 

(e) He is also long in learning to express 
his feelings like other children. He cries 
and laughs without cause, and in some cases 
scarcely ever cries or laughs at all. 

Prognosis 


What is going to become of these 
babies? With regard to this question 
three things may be said :— 


First. Many of them will die in 
infancy. They generaily have less 
power of resisting the effects of dis- 
ease than other children, and measles, 
whooping cough, influenza, and tuber- 
culosis are all apt to be more fatal to 
them than to others. 

Second. Except in the case of cre- 
tinism, babies who are born mentally 
defective always remain so. Although 
they will usually improve very much as 
the result of training, they can never 
grow into normal children. 

During the years that follow baby- 
hood the child is of course in his 
mother’s charge. This is the time for 
him to be trained as far as possible in 
conduct and given such ideas of re- 
sponsibility and self-reliance as he is 
able to take in. The success of his 
later schooling will depend largely on 
what use has been made of it. 

When the child reaches school age, 
which in his case may be years later 
than usual, he may need skilled teach- 
ing or special care of some sort, for 
which it may be necessary to send 
him to a special institution or board- 
ing-school. Such a place may be very 
good for him, because there, besides 
learning more, he will have far more 
freedom than he could ever have in a 
private house and will lead a much 
more open-air life. 

Only a few of the slighter cases will 
be self-supporting when they grow up; 
but many will be able for work of some 
kind. This, though it may not sup- 
port them, will have the great advan- 
tage of keeping them busy and con- 
tented. 

Third. The main thing to be borne 
in mind is that almost all the children 
are capable of being greatly improved 
in the course of time by proper training 
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and made much happier than they could 
have been without it. It must also be 
remembered that systematic training is 
not only the best thing for the child 
in the present, but that it will certainly 
have a most important influence on his 
future life. For it will make him a far 
more docile and capable scholar when 
he comes later into the hands of special 
teachers. If his mother is taught and 
encouraged in what she can do to help 
him, it will usually also make the great- 
est difference to her happiness and 
contentment, and be a source of satis- 
faction and encouragement to her in 
many ways. 

Therefore although you cannot hope 
to cure a mentally defective child, the 
amount of happiness his training brings 
to his mother as well as to himself 
makes it well worth all the trouble it 
takes to carry out. 


When to Speak with the Mother 


Before considering the details of 
treatment, there is another matter to 
be mentioned. This is the question as 
to what you are to say to the parents 
if they ask you what is wrong with the 
child. If they know already that the 
child’s mind is affected, there will be 
little or no difficulty. Very many of 
them, however, have no idea that the 
ways in which their baby is unlike 
others mean that there is anything 
wrong with his mind. When they do 
not realize this fact you should always 
be careful to avoid being the first to 
suggest it to them. If you do so, be- 
fore the possibility of it has occurred 
to them, you will probably only hurt 
their feelings and discourage them. If 
they will allow you to leave them to 
find out the real state of matters for 
themselves it will be far better. Their 
own observation and common sense 
will teach them all they need to know 
with less distress by the time they are 
able to benefit from the information. 
Generally all that the mother needs to 
be told about the present is that her 
child is unlike the ordinary run of 
babies in not being able, as yet, to do 
certain things as well as they do; and, 
as to the future, that with patience and 
careful training he will come to do 
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many of these things, but that only time 
will show how far his improvement is 
likely to go, and especially that it 
will depend largely on the amount of 
trouble she takes with him. 

Besides the danger of hurting the 
parents’ feelings and discouraging 
them, there is another reason for not 
saying too much to them at this stage. 
This is that, as we have seen, many of 
these babies die within the first few 
years of life. When this happens it is 
generally better for everyone concerned 
if the fact that the child was mentally 
affected has been known only to the 
doctor and the visitor. 


Treating the Backward Baby 


So far as the child is concerned, the 
great object of the treatment is to make 
him as happy and as good as possible. 
As his future happiness will depend 
largely on how many things he can and 
does do and notice and on how far 
other people like him, you must try 
in every possible way to make him 
more capable and more likeable. 

He must be got to do everything he 


can for himself and you must especially 
try to give him as good manners as 


other children. He must be checked 
at once if he makes faces or makes 
grunting or snuffling noises, or does 
anything else by which he becomes un- 
pleasant company for others. He must, 
for example, be stopped whenever he 
begins any of the other bad habits 
which children like him are apt to form 
—such as swaying his body or his head 
backwards and forwards, sucking his 
thumb or his tongue, eating earth or 
anything else that is unfit for food, and 
so on. 

When you find that a baby shows 
any signs of being backward, he should 
be examined by a doctor to find if 
possible what is wrong with him and 
if any special treatment is necessary. 
The help that the doctor can give to a 
mother in the course of one or two 
interviews does not amount to very 
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much. Even if, in the short time he 
spends in seeing her child and question- 
ing her, he is able to find out every- 
thing he wishes to know about the case 
and to see how the mother can best be 
dealt with, and if he tells her clearly 
everything she should do for the child, 
she still cannot carry away much from 
her talk with him. Though keenly in- 
terested in it all, she is usually far too 
anxious and disturbed to remember 
half of it when the time comes to put 
it into practice. 


Making Use of the Mother 


Many of the mothers of mentally 
defective babies are particularly sensi- 
ble and thoughtful women, and quickly 
realize what they have to do. Some 
have so little sense on the subject that 
it is no easy matter to help them at all. 
The majority however, so far as my 
experience goes, are very anxious to 
do everything they can for their chil- 
dren, and show a great deal of intelli- 
gence in following directions if these 
are clearly explained to them. 

The giving of a simple manual to 
the mother is certainly a step in the 
right direction; but it is only a step. 
Much more is needed, for even a small 
book requires a great deal of study, 
and must be read over and over again 
for a long time before its lessons can 
be learned, remembered and _ acted 
upon.* 

Many intelligent working-class moth- 
ers and others also are unaccustomed 
to gather ideas for practical purposes 
from printed instructions, and have 
great difficulty in doing so. It is 
therefore quite necessary in most cases 
that the nurse or someone else with 
whom she feels at home should visit 
the mother regularly until she has 
learned her lesson. She should be en- 
couraged to study the directions for 
herself, and the nurse must study them 
also so that she may be able to give 
advice on all matters of difficulty as 
they arise. 


* Opening Doors—A Little Book for Mothers, prepared for this special purpose by 
Dr. Thomson, can be obtained from the American Child Health Association, 370 Seventh 


Avenue, New York; price 10 cents. 





A MATERNITY CENTER AND MIDWIFE 
EDUCATION IN PALESTINE 


By HELEN KLIGLER 
Head Nurse, Haifa, Palestine 


sah Medical Organization, an 
organization supported in large 
part by a group of American women 
interested in Palestine,* opened the 
first infant welfare station in Jerusa- 
lem. Similar stations in most of the 


Avs three years ago, the Hadas- 


were entirely strange both to the medi- 
cal profession and the laity. 

Most of the doctors in Palestine are 
men and women trained in Central 
and Eastern Europe, where public 
health nursing is comparatively un- 
known. There are innumerable mid- 














Reception Room of the Center 


important centers of the country were 


soon opened and an_ organization 
of English women started infant wel- 
fare work in Tel-Aviv, one of the 
largest cities in Palestine. At the 
present time the Hadassah Medical 
Organization is committed to a com- 
prehensive program of public health 
nursing. 

The first maternity center was 
opened at Haifa March 19, 1924. The 
problem of introducing a new type of 
public health work in a community like 
Haifa was, in some respects, a difficult 
one. Prenatal and maternity nursing 


*An account of the early work of the 


wives, native and European. The lat- 
ter are sometimes well-trained but the 
native midwives are totally lacking in 
the first rudiments of their profession. 
The medieval high stool with the hole 
in the center is still much in vogue for 
deliveries here. There is as yet no 
midwife control or supervision. The 
greater number of the native Arab and 
Jewish women prefer the services of a 
midwife to those of a physician or 
hospital. 

The laity consists of every existing 
nationality and religion with a corre- 
sponding number of languages, tradi- 


Hadassah Medical Organization, appeared in 


October, 1924, under the title, “ Training Nurses for Public Health Work in Palestine.” 
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tions and superstitions. A native 
Jewess of Spanish origin with a his- 
tory of previous abnormal deliveries 
finally consented to be delivered in a 
hospital on condition that she be given 
her placenta intact. On visiting her 
in her home subsequent to her dis- 
charge from the hospital, the placenta 
was found tied up in a gay handker- 
chief hanging from the ceiling as a 
charm for keeping the evil spirits 
away from the baby. 

Husbands are another factor to be 
considered. A Moslem woman dared 
not enter the Maternity Center, be- 
cause her husband promised her a 
beating if she did so. 

Palestine has three official lan- 
guages, English, Hebrew and Arabic. 
In public health nursing the first is 
useful but not essential, the two last 
named, including Yiddish, are indis- 
pensable. At a normal mother’s meet- 
ing there are present Moslems who 
speak Arabic, native Jewesses who 
speak Arabic, Spanish and Hebrew— 
sometimes only the first—European 
Jewesses who speak the European lan- 
guages and fortunately, Yiddish. 


Home Conditions 


The average home consists of one 
room with or without light or ventila- 
tion. Poor families are, as a rule, 
large, and there are often three to 
eight inhabitants in a one room home. 
The “Old City” buildings are anti- 
quated, with very little regard to sani- 
tation and comfort. Just a jumble of 
rooms thrown together anyway around 
a small court, with a common well and 
toilet, where all the washing, cleaning, 
gossiping and most of the cooking 
takes place. Sometimes there is no 
well in the court, and the inhabitants 
are compelled to buy and carry water 
in Standard Oil tins or earthenware 
jugs from neighboring houses. An- 
other type of home is the tent, or one 
or two room wooden shack. These 
lack comfort, but when not infested 
with fleas, mosquitoes or sand-flies are 
to be preferred to the other type. They 
are usually built in the open spaces 
away from the “Old City,” and are, 


consequently, well ventilated, and get 
plenty of sunshine. 

Haifa is a growing town of about 
30,000 inhabitants. It is built on the 
slopes of Mount Carmel. The houses 

















A Georgian Jewish Family with the Nurse 


are scattered, well laid out streets are 
few and there are no street numbers. 
The nurse often must use all her in- 
genuity in finding a new patient or 
one who has moved. As there are no 
trolley cars or other cheap means of 
transportation, and as most of the 
streets are not wide enough to admit 
a vehicle, the nurse must walk. This 
is no mean task in a city built on a 
hillside with a climate which is semi- 
tropical in summer, and cold with in- 
cessant rain in the winter. 

Hospital facilities are totally inade- 
quate. Even if it were possible to 
persuade all the women needing hos- 
pital care to be delivered there, beds to 
accommodate them would be insuf- 
ficient. For this reason, women are 
often delivered in homes where as 2 
rule a bed, a chair, a few mats is 
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almost the entire furnishing. Heating 
and cooking facilities in winter consist 
of a charcoal brazier or an oil stove. 


Organization of the Center 


The Maternity Center was organ- 
ized with a staff consisting of a physi- 
cian, midwife and nurse. The mid- 
wife was considered a necessity, be- 
cause of the lack of hospital beds, and 
also for the reasons we have spoken 
of. The native Jewish, Christian and 
Moslem women have a great deal of 
prejudice against hospitals, and only 
resort to them in the last extreme. 
It was also felt that through this mid- 
wife others could be reached who 
would perhaps gradually become in- 
terested in the work of the Center. 
In 1924, a nurse trained in the Hadas- 
sah Medical Organization Training 
School was added to the staff. 

The premises of the already exist- 
ing Infant Welfare Station were used 
for reasons of economy and in order 
to facilitate contact with the mothers 
already attending that Station. The 
Station, however, is not centrally 
located, and is not easily accessible; 
consequently, in June, 1925, a branch 
of the Maternity Center was opened 
in the heart of the “ Old City.” A flat 
was found in a typical tenement which 
at first glance looked very discourag- 
ing. However, after a coat of white- 
wash and some trimmings of blue were 
applied the place assumed quite a dif- 
ferent aspect. Furniture made of plain 
wood painted blue, white curtains on 
the windows and framed posters on the 
walls, made it appear quite attractive. 
It is a pleasant little oasis in the desert 
of noise and dirt of the “ Old City.” 

In spite of the differences in climate 
and the type of people comparatively 
few modifications had to be made in 
methods as observed in New York. 

Every prospective mother is given a 
complete physical examination by the 
physician as early in pregnancy as pos- 
sible—if she is normal, he examines 
her again when she feels life, and a 
third time at the end of the eighth 
month. If she is in any way abnor- 
mal, he sees her as often as is neces- 
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sary. The Wassermann test is not yet 
a routine as the public is very touchy 
on the subject of venereal disease. It 
is done, however, wherever indicated. 


Talks and Demonstrations 


The nurse endeavors to see every 
mother once in two weeks, or, if neces- 
sary, oftener at mother’s meetings, 
doctor’s clinics or at home. Special 
effort is made to attract the mothers 
to the meetings held every two weeks. 
A series of talks have been arranged 
which the nurse in charge delivers 
with appropriate demonstrations. As 
the majority of our women are illiter- 
ate, the demonstrations are empha- 
sized a good deal. They seem to 
convey the message more easily than 
mere words no matter how simple they 
are. For instance, a framed copy of 
the diagram of the development of the 
fetus hung up in a convenient place, 
has proven a thing of great attraction 
and value. Usually, there are three or 
four interested women grouped around 
it, gazing with astonishment. Innu- 
merable questions are asked which are 
answered willingly and as simply as 
possible. Temperature, pulse, respira- 
tion, blood pressure are measured, and 
urinalysis is made at the meetings. 
Individual talks are held with each 
mother. 

In addition to the medical super- 
vision and educational work, the mate- 
rial welfare of the poorer women is 
looked after by a local women’s or- 
ganization. This organization under- 
takes to provide food, baby clothes and 
other necessities to women registered 
at the Center and in general tries to 
look after the welfare of the prospec- 
tive mother. Lately this group has 
started a sewing class where the 
mothers buy the material at cost price, 
and are taught to sew the clothes for 
the coming baby. 

It is too early in the life of the 
Hadassah Maternity Center for sta- 
tistics to have any value. It is hoped, 
however, that at the end of the second 
year of its activities it will be possible 
to gauge the effect of the work on the 
trend of maternal and infant mortality. 











HEALTH EDUCATION INSTITUTE FOR 
RURAL TEACHERS 


By IsABELLE E. CARRUTHERS, R.N. 


Prefatory Remarks: The following plan for a health education institute 
given by a nurse to teachers does not attempt to cover a complete health educa- 
tion program. In this institute a series of talks is going on, covering physical 
education, history, English, music, etc. In the series the nurse comes before 
the teachers as the specialist, who alone on the educational staff, can assist them 
in acquiring certain technique which the nature of the rural school organization 
makes it necessary for all teachers to have, as inspection, first aid, weighing 
and measuring, etc. 

The nurse who prepared this program had a limited time allotted her. She 
therefore planned to give the teachers demonstrations of the health teaching 
technique they could not get from books. She capitalized her special nursing 
training by teaching what is not included in a teacher’s preparation. 

She put it up to the teachers to capitalize their special pedagogical training 
by demonstrating a child health ideal, and expecting the teachers to develop 
their own devices and teaching methods with the aid of the course of study. 

For this reason there is no discussion of educational theory, devices, detail 
of how to correlate, etc. There is much demonstration, and opportunity for 
questions and answers regarding procedures new to most teachers, and greatly 
needed by them. 

The object of this institute is to supplement and stimulate—not to offer a 
substitute for—the teacher’s own peculiar contribution and responsibility in the 
school health program. 

Emma Dolfinger, Director, Division of Health Education, 
American Child Health Association. 
Arranged for a Three-Day Institute in Six Sessions of Forty Minutes Each 
Considering the following: 

(a) The nurse is the supervisor of health in the rural schools. 

(b) She may make contact with the teachers twice, in the schools during the year. 

(c) The teachers may come to the nurse in her office Saturdays if they wish. 

(d) There is a course of study in the State which is not being followed, to indicate 
the correlation of health with other school subjects. The nurse attempts to 
stimulate interest in the course of study. She attempts to DEMONSTRATE what the 
teachers cannot get through books. 


Problem: What can the nurse do in the Institute to secure the greatest effects in: 

(a) Stimulating the teachers’ interest in trying to follow the course of study and hence 
to seek help from Summer Schools, supervisors, books provided by State Depart- 
ments of Instruction. 

(b) Giving training in those activities for which the teachers cannot train themselves 
by reading alone. 

(c) Showing the teacher how to use all local resources, to secure the objective—“An 
Honor Child in Health ”’—as to personal and social habits, physical condition (as 
far as can be judged without a thorough physical examination), and attitudes 

Procedure: 

(a) Set up an ideal for teacher to aim toward. 

(b) Demonstration of a full physical inspection—explaining each step. 

(c) Demonstrate rapid inspection—making use of probably six children—and relate 
to health habits. 

(d) Demonstrate simple First Aid and equipment necessary. 
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(e) Discuss with teachers local and state help available. 
(f) Discuss with teachers methods of measuring results of health work objectively. 


FIRST TALK AND DEMONSTRATION 
Ideal for Teacher to aim toward: 
1. Class or School Room: 

Cleanliness—Floors, walls, windows, curtains, desks and school grounds. 

Water Supply—Adequate for drinking purposes and for children to wash their 
hands after going to toilet and before eating lunch. 

Equipment—A hook for each pupil, a shelf or table for dinner pails, basin, soap 
and individual hand towels. Individual drinking cups, proper seating. 

Heating—Regulation stove with adequate fuel. 

Ventilation—Fresh air without a draft at all times. 

Lighting—If not in a standardized school use shades to adjust light, having 
room lighted from one side and the back. 

Demonstrate as far as possible during the talk—with ingenuity a stage setting 
of rural school room can be reproduced on the platform, to show these points. 


2. The Teacher herself as a model: 

Discuss the teacher herself, as the child’s ideal of perfection in health, in health 
habits, in dress and in general attitudes. 

With “ Wood’s Personal Health Standard and Scale” in hands of each teacher 
present, as a guide, discuss measurements of health one really has. Encourage 
each teacher to apply this standard to herself. 

Have “Height and Weight” scale for adults available. Demonstrate on self, 
if no volunteers can be found. 

Encourage teachers in having a full physical examination yearly. 

Give suggestions as to where and how to get such examinations. 


3. Optimal Child: 
Demonstrate quickly while talking—using two or three vigorous, happy, healthy 
children simultaneously. 
Use to establish the ideal of “ Honor Child in Health.” 
Height and Weight—Taken with other things is one index of child’s health. 
Color—Cheeks, lips, mucous membranes—lining of lips and eyelids. 
Teeth—Clean, even, in good repair, show evidence of care. 
Vision—Use Snellen’s Sye Chart to demonstrate vision. 
Nose—Breathes with lips closed. 
Hearing—Whispered voice at 10 feet. Can hear ordinary tone of voice. 
Posture—Shoulders even, shoulder blades lying flat across the back, back 
straight, ankles strong and straight, feet pointed straight ahead. 
Other manifestations—Alert expression, no restlessness, cheerful disposition, 
good muscular codrdination. 


Answer questions. A copy of Miriam Birdseye’s article on Dr. Hugh Chaplin’s study 
of an optimal child appearing in the October Pustic HEALTH Nurse might well be placed 
in the hands of the teachers for reference. Plan a question box. Questions to be answered 
in voluntary unscheduled round tables, if teachers are willing to give extra time. Work out 
details the first day. 

SECOND DEMONSTRATION 
Physical Inspection—E-xplaining each step: 

1. Weigh and measure child—Purpose: 

(a) To help determine if child is standard—that is if he comes within the zone 
of 10 per cent below or 20 per cent above the average weight for height. 
Emphasize that this “average” is a zone, not a line. 

(b) To have a starting point for interesting the child in performance of “ Rules 
of Game.” 
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If possible have extra clothing and shoes removed for weighing. Stress im- 
portance of accuracy. 

However in order to make the inspection pleasant and to develop a favorable 
attitude and to secure the good will of the parents and children it may be 
advisable to weigh with shoes on. The purpose of the weighing is primarily 
not to get accurate statistics (though desirable) but to open up a health 
program for the child. 

2. Vision Test: 
(a) To help determine if the child has a vision handicap. 

(b) To aid in seating the children in the school room. 

. Hearing: 
(a) Use of standard watch. 
(b) Whispered voice at 10 feet. 
(c) Does child hear ordinary tone of voice or must you repeat directions? 
4. Nasal Obstruction: 
(a) Is child a mouth breather? 
(b) Does he speak clearly or does he appear to have a cold? 
5. Teeth: 
(a) Inspect for cleanliness. 
(b) Inspect for cavities. 
. Posture: 
Back, shoulders, abdomen, feet, arches and legs. 
7. Skin: 
(a) Inspect for eruption. 
(b) Inspect for dryness or undue moisture. 
8. Cleanliness : 
(a) Hands, face, neck and ears. 
(b) Clothing and shoes. 
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Questions for discussion, after demonstration: 

1. What is physical condition of this child?—review findings quickly. 

2. What improvement might the teacher expect? 

(a) In correction of defects found, including poor health habits. 

(b) In cleanliness—improved habits. 

(c) In attitude toward personal and public health. 

3. How can the teacher interest the child in making improvement? 

(a) By discussing findings with individual children and parents where possible, 
emphasizing good points found and by showing an interest in working with 
the children to attain desired ends. 

(b) By holding up “An Honor Child in Health” as objective. 

(c) By explaining objective fully to the group. 

During the Institute a committee will be named to work with the nurse in drafting 
requirements for “An Honor Child in Health” using Mansfield Demonstration “ Standard 
Requirements for a Blue Ribbon Child” as a guide. It must be borne in mind that in the 
rural counties in the state in question the nurse is the supervisor of health. Medical inspec- 
tion is not available for all children. 


THIRD DEMONSTRATION 
Rapid Daily Inspection and Health Habits: 
Demonstrate with a group of small children—if possible have a teacher trained in 
advance to give this demonstration. 
1. Cleanliness : 
(a) All hands on desks, and a clean handkerchief in evidence. Note general 
appearance of child—hands, face, neck, hair, teeth and clothing. 
(b) Have rubbers and extra wraps been removed? 
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2. Deviations from normal : 
Flushed face, weepy eyes or rash. If such is detected separate child from the 
others immediately. Arrange for him to be sent home. 
3. Score Cards: 
Or method of checking health habits marked at this time. 


Object of Instruction in Health Habits: 
To improve well being of child. 
To modify child’s behavior. 
To modify child’s surroundings. 
1. Cleanliness : 
(a) Knowledge: 
Clean teeth prevent decay. 
Regular bathing habits are necessary to keep body in best condition. 
Keeping individual drinking cups and towels prevent spread of disease. 
(b) Acting: 
Brush teeth regularly and in proper manner. 
Take a full bath at least once a week. 
Use individual drinking cup and individual towel. 
(c) Feeling: 
Child likes to exhibit clean teeth. 
He takes pride in personal appearance. 
He likes approval of teacher and group. 
2. Nutrition: 


Discuss good food and its effect on growth. 
How much has pupil grown?—consult height and weight record. 
Pupil needs a reserve of weight for unusual activity, for protection from cclds 
and as reserve strength in case of illness. 
Malnutrition may persist through life. 
Physical defects reduce ability to gain. 
3. Sleep and Rest: 


Discuss number of hours sleep necessary for pupils of different ages. 
Sleep is necessary for repair of body tissue. 
During sleep bodily energy is conserved for growth. 
Have a regular bed time. 
4. Activity and Posture: 


Good posture is essential to good health. 

The way a child sits or stands is the way he will grow. 
Outdoor play develops and strengthens muscles. 

Good posture is better looking than poor posture. 


Besides daily attention to the “rules of the game” or “health habits” it is often 
extremely effective to stress particularly one habit a month, adjusting this to needs at that 
particular time. 


FOURTH DEMONSTRATION 
Simple First Aid: 
1. Discussion: What every child should know: 
(a) What to do if clothing catches fire. 
(b) What to do if hands or feet are frosted. 
(c) What to do for nose bleed. 
(d) To keep cuts and injuries clean. 
(e) To exclude the air from burns. 
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2. Demonstration: Accidents that might happen on school grounds: 
Demonstrate on children while talking: 
Applying moist baking soda or 
(a) Burns—exclude the air by 4 Immersing the part in water or 
Covering lightly with a bandage. 
Apply iodine. 
(b) Cuts 4 May cover to keep clean. 
May have to use bandage and pressure to stop bleeding. 
Use clean piece of linen to remove. 
(c) Foreign body in eye 2 Possibly bandage to keep light out and eye 
quiet till medical aid can be secured. 
How to determine injury. 
(d) Fracture or sprain {Type of bandage indicated. 
Demonstrate simple bandaging. 
Cleanse part and cleanse needle. 
(e) Removing splinter 4 Remove splinter. 
Possibly apply iodine to injured part. 


3. Materials needed for First Aid and how they may be secured: 


(a) Clean linen (small pieces), wrapped and sterilized—demonstrate. 
(b) Triangle bandages—one yard of unbleached muslin cut triangularly. 
(c) Iodine (in bottle with rubber cork), cotton and roller bandage from druggist. 
(d) Soda. 
(e) Container—a coffee can painted white and labeled First Aid. 
Samzules oi school-made boxes should be shown to stimulate teachers. 
Simple Red Cross First Aid Box will be on exhibition during the session. 
first Aid Boxes may be secured from the American Red Cross, Washington, D. C. 
Cor.tents are listed and directions for use are pasted on inside of the lid. 


FIFTH—DISCUSSION 
Local, State and National help available for Teachers: 


Local Help—Topics to discuss: 

1. The parents and what they should know of the teachers’ objective, the needs 
of the individual child and the importance of correction of defects in order 
that the child may be aided physically to attain a maximum mentally. 

. The family doctor and the dentist—If there is any evidence or any suspicion of 
physical defects the child should be encouraged to see the family doctor for a 
diagnosis followed by treatment. If no physical defects are found the doctor 
should be asked to make such a report. Same for dental corrections. 

The nurse who gives this should be able to state something positive about 
what can be done for indigents. 

. Parent Teacher Association—An informed group with a single objective 
100 per cent Honor Children in Health in the given school. “ The 100 per cent 
first grade” program should be explained. 


. The nurse—Available for group meetings, in her office Saturdays, able and 
willing to supply further subject matter on health. 


State Help: 


1. Extension Department of the State Agricultural College—Through local 
County Agent—for speakers, for help in Nutrition projects and for demon- 
strations. 

2. State Department of Health at capitol—For advice, for literature and for 
diagnostic clinics—Infant and Preschool age children. 

3. State Anti Tuberculosis Association or Public Health Association—For litera- 
ture, for Health Chore Cards, etc. 
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National Help: 

1. American Child Health Association, 370 Seventh Avenue, New York City. 
Materials for Health Education—Send for list of publications. 

vA — Red Cross, Washington, D. C., for First Aid Text and First Aid 

ox. 

3. Metropolitan Life Insurance Co., New York City. Posters, charts and book- 
lets on health. 

4. National Child Welfare Association, 70 Fifth Avenue, New York City. 
Posters. 


SIXTH—DISCUSSION 
Ways of Measuring Results: 
1. Determine child’s knowledge of health habit questions : 
(a) Why should the teeth be brushed daily? 
(b) Why should candy be eaten only after meals? 
(c) Why is milk important in one’s diet? 
(d) Why should children have regular hours sleep nightly? 
. Correction of individual physical defects. 
. Growth records. 
. Thorough physical examination (doctor’s rating of the child). 
. Immunization record for smallpox and diphtheria. 
. Food behavior reports as observed by the school lunch. 
. Standards in judgment regarding suitable foods for the individual. Have child list 
his two-day food intake. 
8. Check up at intervals child’s home care of the teeth. 
-? cma briefly how each ‘is done, with a beginning and a final term record, if 
possible. 


We of course must not underestimate the fundamental benefits from health activities 
which are not at present subject to physical measurement. Any plan to measure results 
means a survey and recording of conditions at the opening of school—followed by a survey 
and recording of same conditions, in the same way at close of school. Make gains the 
occasion for festival. Doctor, nurse, teacher and child should help in measuring. 

All data regarding the relationship of groups of children to the normal weight for 


height and age, when presented to the public should carry with it a statement showing 
how data was collected, including method of taking weight and height, the unit of measure- 
ment used, the nature and the presence or absence of shoes or clothing, whether height 
and age were taken at same time and the method by which each was computed. 


Note—Most of the above suggestions on “ Ways of Measuring Results” have been 
taken from the Cambridge Report of the Third Health Education Conference. 





WHAT OF THE FUTURE? 


The smallpox prevalent in American and Canadian cities during the first six months of 
1925 was nearly four times as deadly as the type of the disease which occurred in 1923! 
This year there were recorded 3.5 deaths for each 100 smallpox cases; in 1923, this figure 
was less than one death per 100 cases. In 1924, smallpox caused 1.5 deaths per 100 cases. 

For the states and provinces of the United States and Canada, including rural popula- 
tions with less opportunity for the spread of the disease, the record of the first six months 
of 1925 shows 2.1 deaths per 100 cases, nearly twice the fatality rate prevailing in 1924 and 
three times the rate for 1923! 

What of the future? Only thoroughgoing vaccination will protect the American and 
Canadian populations from an epidemic of deadly smallpox which, under present indications 
of indifference to vaccination, bids fair to rival the most destructive smallpox epidemics in 
public history. The choice between complete security from smallpox and a record which 
may well prove to be an indictment of our intelligence rests wholly with the people of the 
United States and Canada. 

Statistical Bulletin, Metropolitan Life Insurance Co., September, 1926. 








THE COUNTRIES OF WHITE NIGHTS 


From the “ Congress” letter written by “two wandering, hard working, cheery V.N.’s,” 
better known as Alma C. Haupt and Alice H. Fuller, to their friends at home, we have 
been given the privilege of culling these atmospheric bits. 

















Summer camp group in Finland—Most of these girls, each of whom wears the native 


dress of her province, are factory workers. 


The camp is provided by the government for 


their health and recreation. It is most beautifully located, clinging in a miraculous way to 
a great wooded rocky slope overlooking one of the ancient “ Holy Lakes.” 


One can not revel in the delights of 
Norwegian fjords or appreciate the 
quiet, pastoral banks of the Gota Kanal 
in Sweden or respond to the dignity 
and inspiration of the International 
Congress of Nurses in Helsingfors 
without constantly thinking of one’s 
friends and co-workers at home and 
wishing they were there too. 

Two days were devoted to the once 
quaint port of Bergen, its fish market, 
its many tiny bays full of every sort of 
boat, its warehouses including relics of 
those built by the Hanseatic League, 
its primitive church of Viking days 
with hand carved cornices and gar- 
goyles, and the whole structure covered 
with a very thick coat of black tar to 
preserve it. 

The Hardanger fjord was our next 
“conquest.” By various stages of 
train, automobile and boat we passed 
through this gorgeous, water-filled 
canyon and admired its high pine- 
covered banks which reminded us so 


strongly of our beloved Minnesota 
forests. We see now why the Scandi- 
navians want to come to our state but 
we do not see why they ever want to 
leave their own lovely countries. And, 
oh, how delicious the food! 

We spent a day in Oslo where we 
saw the old Viking ships, the museum, 
the Royal Theatre and the Palace (the 
two latter from the outside) and took 
a boat ride in the bay, crossing to an 
island where we had supper. Hun- 
dreds of sail boats were out in the bay, 
and the effect at sunset in the pictur- 
esque setting of the town was quite 
lovely. 

Tuesday morning began the trip on 
the famous Gota Kanal, through which 
we glided for the next two days and a 
half, being constantly impressed with 
the similarity of the Swedish landscape 
to ours at home, with its rolling farm- 
lands, stretches of woodland, and red 
barns. We passed through many locks 
and had several opportunities to get 
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off the boat and walk, during the 
process of going through. Sometimes 
we visited falls and sometimes we 
visited historic old churches, as we did 
near Berg and at Vadstena. We found 
Stockholm even lovelier than we had 
imagined, with its canals and bridges, 
its beautiful palace and stately build- 
ings. We could scarcely be reconciled 
at having to depart on the Hebe for 
Helsingfors to the long anticipated 
conference. 

The dear old Hebe will always be 
associated with our sudden plunge into 
the nursing atmosphere. There were 
nurses everywhere, nurses in stunning 
blue uniforms with smart blue gray 
coats like our Belgian friends, nurses 
in trim black with frilly little dea- 
conness bonnets, nurses in rather mili- 
tary looking suits with white bands 
around the forehead holding long blue 
veils that fluttered in the breezes. The 
plain Americans were almost the only 
ones in ordinary “ cits.” 

And what effort every one made to 
get to the convention! Many came 
steerage, many had no berths but slept 
on the decks rolled in a blanket with 
perhaps a borrowed umbrella to keep 
out the midnight sun which was all too 
friendly. One energetic party, being 
unable to sleep, occupied the whole 
night by writing the official report of 
their country. The officers of the ship 
turned over their own cabins to a 
party of New York nurses which in- 
cluded that most wonderful woman, 
Miss Anna Maxwell, who, at the age 
of seventy-five years, was bound for 
the convention, cabin or no cabin. She 
put the endurance of us younger 
nurses to shame, for she never missed 
a meeting and when the convention 
was over she dashed off to Berlin with 
us in gay spirits and ready for a big 
tour of the continent, while some of us 
had to repair to the Austrian Alps for 
a breath of air. 

The word hospitality will hereafter 
be spelled as follows, FINLAND.... 

But we must hastily press on to con- 
vention work. Headquarters was al- 
ways seething with people bombarding 
the post office for news of home, or 
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people looking for round tables, or try- 
ing to meet friends. The round tables 
were no more round than they are at 
home. They were always packed and 
the discussions were lots of fun be- 
cause different countries have such 
novel ways of doing things. How 
thrilled we were when Baroness Man- 
nerheim took her place in the speaker’s 
box, built out so that weak female 
voices could get across. She is the 
leader of the Finnish nurses, superin- 
tendent of the big surgical hospital of 
Helsingfors, and a woman of such per- 
sonal charm, sweetness and dignity 
that we all felt her influence very 
deeply and were tremendously proud 
to have such a leader in our midst. 

The social functions were so many 
and so delightful that we have only 
the rosiest of recollections. . One 
of the most entertaining events was a 
dinner given in honor of the five or six 
of us poor little Americans struggling 
abroad. Some twenty of the so-called 
“celebs” from home entertained us 
very grandly and assured us that we 
were not forgotten on the other side 
of the water. 

Sadly did we leave the dear place 
where we had spent so happy and in- 
spiring a week. Many were there 
among us that found the motion of the 
ship very trying. Miss Goodrich, with 
a look of quiet concentration, stayed 
up on deck reading “The Constant 
Nymph.” Others with fixed expres- 
sions gazed out to sea trying to look as 
if the scenery appealed to them. 

From Stettin we went on to Berlin. 
From there we took the night train to 
Vienna. 

After all there is no place like 
Austria, no such scenery, no such snow 
covered mountains, no such pine cov- 
ered hills, and no such dazzling lakes 
reflecting a thousand glories of nature. 
To a perfect dream of a spot we have 
come for a week of recuperation, 
where we climb to dizzy heights, drink 
in cool air as refreshing as any drink, 
swim lakes as clear as crystal at the 
same time catching a glimpse of a cold 
icy glacier. 











“KEEPING THE RURAL NURSE RURAL” 


Epitor’s Note: 
Palmer’s article, and hope for others. 


In the stimulating discussion on 
“Keeping the Rural Nurse Rural” by 
Dr. George Thomas Palmer which 
appeared in the Survey and which was 
abstracted in the October number of 
THe Pusitic HeattH Nurse, Dr. 
Palmer tells how he attempted to solve 
the problem of why the rural nurse 
will not stay put by considering it from 
the vantage point of his swivel chair. 
Also how he finally abandoned his 
“conversationally satisfying but not 
necessarily sound conclusions” until 
some of the facts could be gathered 
through direct testimony from the 
nurses themselves. 

In itself this was a_ sufficiently 
unique procedure to challenge the at- 
tention of a thoughtful member of the 
nursing profession. And when, upon 
the basis of the testimony of the nurses 
and his own observations and reflec- 
tions, he reaches the conviction that one 
of the common reasons for the migra- 
tions of the nurse is her failure to 
make good, we are impressed with the 
soundness of his reasoning and are 
ready to admit that the reason for her 
failure may lie within the nurse herself 
or in the community which she at- 
tempts to serve. 

In Dr. Palmer’s analysis of the 
causes and effects of the failure of 
the nurse and of the community he 
does not point out a cure or even sug- 
gest one. For this reason I am moved 
to offer a few observations of my own, 
accompanied by some reflections which 
seem to me to complement his interest- 
ing reflections. 

It has been my privilege to be closely 
associated with the development of 
rural public health nursing and for the 
past eight years I have served in an 
administrative capacity in the state 
board of health of a southern state. 
During this time the number of rural 
public health nurses has increased from 
four to sixty-four. Their service 
covers 46 per cent of the state’s area 


We are glad to print this comment from Miss Marriner on Dr. 


and more than 60 per cent of its popu- 
lation. There appears on our roster 
of nurses for the entire eight year 
period 126 names. The length of 
service represented by each varies from 
three months to eight years, the aver- 
age being twenty-one months. 

Notwithstanding the obviously con- 
siderable turnover of personnel in this 
field, the office of rural health nurse 
in this state is conceded to be an estab- 
lished institution. Any county which 
has had such service for as long as 
one year could not be induced to do 
without it. The rate of expansion has 
been steady if slow. 


Contributory Causes to Stability 


The thing which appears to have 
contributed most to the stability of 
rural nursing in this state is the man- 
ner of its administration. It is a part 
of an organized county health service 
supported by public funds, county, 
state and national or voluntary cooper- 
ating agencies. 

The working unit is composed of 
an administrative medical health of- 
ficer who is paid a salary and gives 
his entire time to the work. His staff 
consists of a sanitary inspector, a pub- 
lic health nurse and an office secretary. 
In the larger and more populous coun- 
ties the staff is increased proportion- 
ately. The county health officer is the 
responsible head of the organization 
working under the general supervision 
of the state health officer and with the 
assistance and advice of special state 
bureaus. 

This system eliminates two of the 
most frequent administrative errors in 
rural nursing; namely, an attempt to 
combine the administrative and the 
field work function in the person ot 
an isolated nurse working alone and 
an attempt at long range administra- 
tion from state or district headquarters. 
It also disposes of the perhaps less 
common problem noted by Dr. Palmer 
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in which a group of lay citizens greatly 
occupied in superintending their own 
affairs, devote a part of their leisure 
time to the administration of a public 
health service. 

It is practically humanly impossible 
for one and the same person to carry 
out the administrative and field activi- 
ties of any considerable piece of work. 
Even granting that the rural nurse has 
sufficient administrative ability to di- 
rect the rural nursing program she 
will prove unequal to the task if the 
carrying out of the program is entirely 
her responsibility. Nearly all of the 
pitiful little community misunderstand- 
ings recited by Dr. Palmer might be 
cleared up in two hours by a strong 
local administrator who has the respect 
of the people. 

The cases of long distance and local 
lay administration of rural nursing 
will be dismissed without argument— 
space permitting only the suggestion 
that the germ of permanency will sel- 
dom be found in either of these. 

Even under the system of official 
county health administration the prob- 
lems connected with a rural nursing 
service will not all disappear within 
the first decade, but the group com- 
posing the county health unit presents 
an entity that is both broader and 
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deeper in its significance than any per- 
sonality. When the idea of a county 
health service has become firmly rooted 
in the consciousness of the people, per- 
sonalities cease to have such a devas- 
tating influence. 

When the health officer begins his 
work without previous experience as 
an administrator it may require four 
or five years for him to learn the art. 
During this period nurses are apt to 
come and go with considerable fre- 
quency, but when the health officer has 
arrived as an administrator and every 
phase of his program has an estab- 
lished value in the community he is 
likely to tell over the series of “ fail- 
ures” in public health nursing with a 
good grin and a Kiplingesque para- 


phrase, “And I learned about nurses 
from her.” 

I may be permitted a note of 
prophecy : 


Successful local administrators of official 
public health agencies will keep the rural 
nurse rural. 

Ability to administer can be acquired if 
the would-be administrator is willing to pay 
the price. 


JesstE L. MARRINER, 


Bureau of Child Hygiene and Public 
Health Nursing, State Board of 
Health, Alabama. 





CIRCULATING BASKETS 


Into many European homes where the preparations for the new baby have been few 
from necessity the circulating baskets devised and distributed by the Save the Children 


Fund International Union have brought aid and comfort. 
an outfit for the first nine months of the baby’s life, including: 


These baskets are cradles with 
mattress, pillow, rubber 


sheet, blanket, diapers, shoes, woollies, cotton shirts, flannel dresses, dress, nightdress for 


mother, soap, cotton, powder, etc. 


__ When the basket is returned by the mother to the local office of the Union, 
infected, the torn articles are repaired, and it is handed on to another mother. 


circulates until it is completely worn out. 


There are more than 1,000 baskets circulating through 


Germany, Hungary, Poland and the Ukraine. 


it is dis- 
Thus it 
France, 


Austria, Bulgaria, 


The central office of the Union is at Geneva. 


Among the relief activities of the Union, this system has perhaps the most lasting 


effect. 


It facilitates the task of the visiting nurses, as the mothers are generally very 


willing to listen to expert advice as to the care of the child. The help is often far more 
unexpected and gives greater pleasure than relief in the shape of food parcels or ordinary 


clothing. 


It is a means of educating the parents; the mother especially is encouraged and 
no longer considers the new baby as merely a further burden. 


The practical nature of 


the outfit teaches the mother how to make use of it to the best advantage of the child 
and also teaches her to think of others, of the mothers to whom the cradle will be given 


later. 


She therefore does her best to keep the basket and outfit in a good state of cleanli- 


ness and repair.—Bulletin of the Save the Children Fund International Union. 











MEETING THE HEALTH EDUCATION 
PROBLEM IN CATHOLIC SCHOOLS 


By Mary E. SPENCER 
Health Education Specialist, Department of Education, 
National Catholic Welfare Conference 


ing on their work in homes, 
clinics, dispensaries and other 
agencies caring for the health of the 
community must, of necessity, come in 
contact occasionally with Catholic chil- 
dren, and through them with the Catho- 
lic schools in which they are being 
educated. It may be of interest to such 
workers who make contacts with our 
schools as well as to the many nurses 
who are working directly in the paro- 
chial school system, to know that there 
exists a well organized central Catholic 
agency which is interesting itself in 
modern health work, and to learn 
something of its program in this field. 
As in the public schools, health work 
in Catholic schools in the past has con- 
sisted largely of the formal teaching of 
physiology and hygiene with frequently 
a system of medical inspection and 
some gymnastic activities. Feeling the 
vital importance of more adequate 
health protection and health teaching 
for Catholic children, the directors of 
The National Catholic Welfare Con- 
ference at Washington representing the 
American hierarchy sought to give 
modern health education due recogni- 
tion by establishing in the Bureau of 
Education of the National Catholic 
Welfare Conference in the spring of 
1923 a division devoted entirely to the 
problem of interesting and _ helping 
Catholic schools in the field of health. 
Thus health education in the Catholic 
school system has received ecclesiasti- 
cal approval and encouragement. In 
theory it is recognized in our pro- 
grams as second only to religious train- 
ing and instruction; in practice we are 
working toward this goal and have met 
with unusual encouragement wherever 
we have made contacts. 
Since its establishment this division 
has acted as an advisory agency when 


i. « health nurses in carry- 


called upon for help in initiating health 
programs or in training Sisters for 
health teaching. It publishes health 
pamphlets, courses and other material 
for use in parochial schools, and it 
cooperates with volunteer and state 
agencies which are doing health work 
in our schools. Because of its national 
character, it does not attempt to go into 
schools and work with children, except 
for demonstration purposes, but it 
works through the teaching Sisterhoods 
who have charge of the schools. 
Health work in parochial schools did 
not originate with the opening of this 
central agency since many of our 
schools had previously tried out vari- 
ous kinds of health work. But these 
attempts at health teaching were more 
or less sporadic. There was a lack of 
unity in the various health programs, 
and no effort was made to solve the 
problem of teacher training for health 
education on which much of the suc- 
cess of modern health work depends. 


National and Local Problems 


Because of the size and complex or- 
ganization of the Catholic school sys- 
tem its problems are both national and 
local and must be met in both ways. 
In the grade schools alone there are 
over 2,000,000 children while the sec- 
ondary schools report a total of over 
176,000 students. The Sisters in these 
schools represent not one but more 
than thirty-four teaching Sisterhoods, 
and in some orders, as those of the 
Sisters of St. Joseph or the Sisters of 
Mercy, every diocese has its own cen- 
tral house distinct from all others, thus 
increasing the number of contacts to 
be made. Once, however, a particular 
order has been interested through its 
Motherhouse, tremendous strides can 
be made, because this order may have 
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convents scattered throughout the 
length and breadth of the land to which 
the new program and suggestions will 
be passed on. 

It is often difficult to estimate how 
far reaching are the results of a health 
education course given at a central 
Motherhouse when the new Sisters are 
trained and to which those in service 
return for the summer session. 

Socially the Catholic school organ- 
ization is both diocesan and parish in 
form. Here it is a question of interest- 
ing the diocesan superintendent of 
schools—the priest who outlines the 
school programs for a particular dio- 
cese, who suggests the introduction of 
new courses, methods, text books, etc. 
—the pastor in charge of the parish 
school, and the local superior who is 
principal of the school. 


Introducing Health Programs into the 
Catholic School 


How do we introduce our health 
programs? Largely by talks and lec- 
tures at the Motherhouses and by 
Diocesan Teachers’ Institutes. The 
following are typical of our procedure. 

In the summer of 1923 an extended 
trip in the interest of health education 
was made by the representative of the 
National Catholic Welfare Conference 
to eighteen Motherhouses in Ohio, 
Indiana, Illinois, Iowa, Wisconsin, 
Minnesota, New York, Pennsylvania, 
New Jersey and Massachusetts. Over 
4,000 teaching Sisters were reached. 
Institutes were held in Boston in the 
summer of 1924 and in Brooklyn in 
1925 for the Sisters of these dioceses 
numbering about 1,000 in Boston and 
1,500 in Brooklyn. The program usu- 
ally consists of a series of talks such 
as the following: 


The Necessity of Personal Health Care 
in the Teacher, 


The State Law on Physical Education, 


Health Conditions in a Well Managed 
School, 


Fundamental Health Habits for School 
Children, 


Methods of Health Instruction. 


Recently an intensive piece of health 
training was carried on in the St. Louis 
Archdiocese. This took the form of a 
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two day health institute which was at- 
tended by over 800 Sisters, many of 
whom came from distant towns and 
rural sections which necessitated their 
remaining in St. Louis over night in 
order to attend the second day’s ses- 
sions. Modern health education was 
introduced in the St. Louis parochial 
schools about four years ago by the 
local tuberculosis association which 
also arranged for the institute. The 
first day’s program dealt with back- 
ground material as follows: 


Biology in Relation to Health 
Respiratory Diseases 

Diet and Health 

Tonsils and Adenoids 

Care of the Eyes 

Health Menace of Patent Medicines 
Dental Hygiene 

Periodic Physical Examinations. 


These lectures were delivered by out- 
standing medical men. The second 
day’s program was devoted to practical 
school problems. It included: 


Classroom Inspection with a Demonstra- 
tion by a local Doctor. 


History of the Health Education Move- 
ment 


Classroom Methods of Teaching Health 

Instruction in Methods of Mother’s Clubs 
and Milk Stations by the N.C.W.C. Repre- 
sentative. 


In a similar manner we recently co- 
operated with the Syracuse Health 
Demonstration by sending a speaker to 
a meeting of the nuns who are cooper- 
ating with the demonstration. In such 
instances we urge our schools to give 
their best cooperation to the local 
authorities, and endeavor to give the 
Sisters suggestions to help them in 
their health teaching. 

Similar short courses have been 
given at many other Motherhouses and 
institutes, and many of the Mother- 
houses conducting normal training 
schools are meeting their health prob- 
lems in their own way. 

At Mt. St. Joseph Normal Institute, 
Chestnut Hill, Pa., where all prospec- 
tive Sisters of St. Joseph of the Phila- 
delphia Archdiocese are trained, courses 
in Health Education are required. The 
work is given by a Sister of the order 
who has had special training in this 
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field. It was given there in the sum- 
mer of 1924 to a class of 60 Sisters in 
service, and during the school year 
1924-1925 to classes of 70 and 45 
Sisters respectively, also in service, and 
to a class of 120 novices. During the 
past summer 80 Sisters in service were 
enrolled for the course. As outlined 
it covered 36 periods one and a half 
hours in length and offered credit for 
three semester hours, the requirement 
of the State of Pennsylvania in School 
Hygiene. “Health Through the 
School Day,” the course of study out- 
lined by the National Catholic Welfare 
Association, is used in this normal 
institute as well as in many of the 
larger school systems, notably those of 
Boston, St. Louis and Syracuse. 


Making Use of Lay Groups 


As we have seen, much attention is 
centered on the problem of teacher 
training because we believe the best 
guarantee of an adequate health pro- 
gram is a well trained teacher who is 
imbued with the “health ideal”, who 
is equipped with the best materials and 
methods of health teaching and who 
has faith in the possibilities of modern 
health work. But there are other 
groups through whom we also work, 
notably the Catholic lay organizations. 
Anyone who is at all familiar with 
Catholic school problems realizes our 
programs must often be limited be- 
cause of inadequate financial help. 
Here the National Council of Catholic 
Women, the Leagues of Catholic 
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Women, the Sodalities and various 
Catholic Clubs have been found to be 
sources of real aid. In local communi- 
ties these groups have often come to 
the rescue by providing funds for the 
doctor’s or nurse’s salary, for free 
milk for poor children or for scales 
or other equipment. In other instances 
they have helped materially by carry- 
ing on the weighing and measuring 
monthly, by taking children to clinics 
for treatment and by supervising the 
school lunch. Men’s clubs have estab- 
lished funds to provide glasses and to 
correct defects in children when it 
would be impossible to do so other- 
wise. Certain guilds of doctors and 
dentists volunteer their services in 
parochial schools. Our Catholic lay 
groups have been vital adjuncts in this 
whole health movement and it is to 
their interest, in many cases, that the 
introduction of health work in some 
school or system is due. 

Our future plans include a further 
extension of this type of work with the 
addition of demonstration work and re- 
search in the health field. We are in- 
terested in all phases of school health 
work: medical supervision, school 
nursing service, nutrition work, physi- 
cal education, mental hygiene, school 
sanitation and health teaching. Can 
we be of service to some Catholic group 
whom you may know? Will you make 
known our services and help us to real- 
ize our slogan “ Health Education in 
Every Catholic School ”? 





THE RULING PASSION 


“Just what does ‘keeping yourself unspotted from the world’ mean?” asked the 
teacher, discussing the Bible lesson for the day with a class of youthful misses. 
“ Not letting yourself catch chickenpox or measles,” was an unexpected reply. 








ACTIVITIES of the NATIONAL ORGANIZATION 
FOR PUBLIC HEALTH NURSING 


Edited by ANNE A. STEVENS 


All our members will learn with regret of Miss Stevens’ illness. We are, 
however, glad to say that Miss Stevens has left the hospital following an opera- 
tion and is now at home. With deep regret we announce that it will not be 
possible for Miss Stevens to return to the N.O.P.H.N. before her resignation 
takes effect January 1. 

Miss Kraker has been appointed acting director and will administer the 
affairs of the National Organization until the position of director is filled. 





We are sure that our members will be gratified to learn that Miss Mary S. 
Gardner has consented to come to us as directing advisor on a part time basis 
until the close of the Biennial Convention next May. As directing advisor Miss 
Gardner will be charged with the responsibility of studying the policies and 
administrative methods of the National Organization both as to its internal 
organization and its relationship as a whole to other agencies and groups. In 
the light of this study, she will advise the Executive Committee with respect to 
a future program. 





SUPPLEMENTARY REPORT ON THE PROPOSED FINANCE PLAN 

In cities where there is community funding the local appropriation to the N.O.P.H.N. 
is subject to the approval of the Budget Committee of the Community Fund. 

The following percentages are listed according to the report sent in by the local associ- 
ations. In some instances the report contained only the amount of the increased sum to be 
given as dues for 1926. Where we have not yet received the report in terms of percentage, 
for the sake of unity, the percentage has been computed upon the basis of the last annual 
report of the Association on file in the N.O.P.H.N. office. 


Percentage of total expenditures 
Association voted as dues to N.O.P.H.N. 
Bridgeport, Conn., visiting Nurse Association 1/10 of 1% (1/20 this year) 
Norwich, Conn., United Workers of Norwich Public 
Health Nursing Department 1/5 of 1% 
Indianapolis, Ind., Public Health Nursing Association 1/4 of 1% 
Des Moines, Iowa, Public Health Nursing Association 3/10 of 1% 
Brockton, Mass., Visiting Nurse Association 1/10 of 1% 
Lowell, Mass., Lowell Guild 1/10 of 1% 
Newtonville, Mass., District Nursing Association 1/4 of 1% 
Toledo, Ohio, District Nurse Association 1/5 of 1% 
Youngstown, Ohio, Visiting Nurse Association 1/20 of 1% 
Providence, Rhode Island, District Nursing Association 1/4 of 1% 


_ A contribution has been received from the Worcester, Mass., Society for District 
Nursing, though they have not yet voted a percentage. 
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in Washington 


THE FIFTH ANNUAL CONVENTION OF THE AMERICAN 
RED CROSS 


In the spacious and beautiful audi- 
torium of the Scottish Rites Cathedral 
in St. Louis the Fifth Annual Conven- 
tion of the American Red Cross con- 
vened on October 12 and in the words 
of President Coolidge, the President 
of the American Red Cross, “to take 
stock of itself and provide the in- 
vigorating influence for the upholding 
of high standards and efficiency.” <A 
touch of color reflecting the semi- 
governmental nature of the organiza- 
tion was present at this opening ses- 
sion, as the officers and speakers en- 
tered the auditorium with military and 
naval escorts. There followed four 
days of general sessions and round 
table discussions devoted to every 
phase of the Red Cross program. 


Changing Emphasis 

To one who has attended all of the 
Red Cross conventions it is interesting 
to note the changing emphasis. The 
predominating theme at this convention 
was the rapidly mounting importance 
of disaster relief work. With a record 
of service in over 700 disasters (61 in 
this last fiscal year) reaching the 
height of efficiency as a swift moving 
and effective agency of relief in the 
tornadoes in Northern Ohio in June, 
1924, and in Missouri, Illinois and In- 
diana in March, 1925, the Red Cross 
has developed a disaster technique un- 
known elsewhere in the world. The 
outstanding characteristic of this tech- 
nique is its efficiency : 
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It works in the varied emergency situa- 
tions to which it is applied. It is at once 
the conclusive vindication of the “case 
work” method and the most convincing evi- 
dence that this method is not rigid. Disaster 
case work is “stripped to the gears” of all 
non-essentials and experienced disaster case 
workers proceed with surprising rapidity and 
sureness. 


Speaking of the more recent tornado 
Earl Kilpatrick, Professor of Soci- 
ology in the University of Oregon, 
said: 

The completeness of the destruction has 
seldom been surpassed in a tornado disaster. 
It was on a scale so vast that the relief 
workers had to stretch their imaginations 
to encompass the amount of work needed to 
aid the region in recovering. 

But that process peculiar to America, re- 
habilitation, followed, and the result has 
been a situation that has not been realized 
elsewhere than in the Arabian Nights. In 
six months half a dozen towns, almost wiped 
out by the tornado, have been restored—some 
80 per cent and some 100 per cent. The 
speed with which they have been restored 
is the remarkable feature of the rehabilita- 
tion program constituting a record surpass- 
ing anything of its kind ever done before. 


Mr. Kilpatrick in a brilliant speech 
analyzed the evolution and tremendous 
significance of this disaster technique, 
pronouncing it the greatest achieve- 
ment of organized social work. In 
pointing out still wider ranges for its 
development he warned, however, 
against allowing it to become routin- 
ized. Interest in this phase of Red 
Cross work is keen among the Chap- 
ters, many of which are organizing 
disaster relief committees and laying 
careful plans for immediate action in 
the event of a local or nearby disaster. 

The prominence given disaster work 
did not submerge the expression of 
steadily growing interest in other Red 
Cross activities, particularly the Junior 
Red Cross, and including the Public 
Health Nursing Service. Of particu- 
lar interest to nurses was the report of 
the growth of the health educational 
work of the Red Cross. Through its 
classes in First Aid, Life Saving, 
Home Hygiene and Care of the Sick, 
and Food Selection, all of which 
showed a marked increase and growing 
popularity. 


Round Table Discussions 


A new feature of the convention 
program this year was the division of 
the delegates into round tables devoted 
to big city, smaller city and rural prob- 
lems for the discussion of such topics 
as: 

Successful Chapter Case Work. 

The Paid Worker and the Volunteer. 

A Typical Rural Program. 


The Urban Needs the Red Cross is in a 
Position to Meet. 


To make room for these round tables 
the special services were allowed only 
one round table apiece. The discus- 
sion of Red Cross policies with respect 
to the relation between public health 
nursing and medicine more than occu- 
pied the attention of the chapter dele- 
gates at the public health nursing 
round table and was ably summarized 
by Dr. William DeKleine of the Mans- 
field-Richland County Child Health 
Demonstration. Perhaps the main con- 
clusion of this discussion was that al- 
though there is imperative need of 
securing medical representation and 
support, and of keeping the medical 
profession at all times informed, there 
is no universal nor infallible method 
of accomplishing these ends. 

It would be interesting also to quote 
at length from the addresses of Miss 
Clara Noyes, director of the Red Cross 
Nursing Service, and Mr. Arthur 
Dunn, director of the Junior Red 
Cross, describing their recent reviews 
in Europe of American Red Cross 
nursing projects and of the interna- 
tional program of the Junior Red 
Cross respectively. But space is too 
limited to do more than merely point 
out their mutual conclusion that the 
sympathy and understanding growing 
out of this work is one of the finest 
contributions the Red Cross is making 
toward international good will. 

Thirty-eight states sent 600 dele- 
gates and guests to this convention, 
throughout whose sessions one felt the 
growing steadiness, vision and devo- 
tion of Red Cross Chapter leaders. 

EB. G. F. 














POLICIES AND PROBLEMS OF PUBLIC 
HEALTH NURSING SERVICES 








THE QUESTION OF “VISITS ” 
From inquiries we have received the question of “ Visits” appears to be of as much 
interest as the question of “ Fees,” which we discussed in the September and October num- 
bers. We have therefore selected this question for present discussion. 


Visits 

Per cent of unproductive visits (patients not at home)? Is card or message left? 
Is an appointment plan successful? 

3. Is it feasible to limit home visits by having patients come to the office—especially 
prenatal cases? If this is done, how often should patients be seen at home? 

Is group teaching for expectant mothers practical in a general nursing association? 
How are office visits carried in statistical reports ? 
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This discussion will be continued in the December number. 


Question 1. Per cent of unproductive visits (patients not at home)? Is card or message 
left? 
Card with nurse’s name is always left.—District Nursing Association, Providence, 


Rhode Island. 


We find that 21 per cent of the prenatal visits are unproductive but we also find a 
fairly regular attendance for patients registered at the prenatal clinic; therefore when 
the nurse fails to find the patient at home, she leaves a card with the name, address and 
telephone number of the association and frequently we find this patient comes to the 
clinic on the next clinic day. 

A close relation exists between the prenatal clinic which is conducted at the City 
Hospital and the Public Health Nursing Association. All patients coming to the 
prenatal clinic are referred, automatically, to the Public Health Nursing Association for 
home supervision. The Association provides the nursing personnel for the clinic, so 
that we have contact with the patient in the clinic as well as in the home. 

When a nurse in our Infant Welfare Department does not find a baby at home she 
leaves a card with a note asking the mother to telephone and let her know how the 
baby is. We have found that we receive calls from the mother in a great many instances 
and also that she frequently brings the baby to the next conference. We have only 
7 per cent unproductive calls in this department.—Public Health Nursing Association, 
Louisville, Kentucky. 


Four per cent. The nurses are instructed to leave a card on each visit.—Visiting 
Nurse Association, Cleveland, Ohio. 


Approximately the ratio of this Association’s non-productive visits for 1924 is 
1 per cent. 

When a patient is not at home when the nurse calls, some message is always left. 
If it is a first visit, a folder designating the type of services is left with an appended 
note. On subsequent not-at-home visits, a card is left with an appropriate message.— 
Visiting Nurse Association, Detroit, Michigan. 


Six and two-tenths per cent not home or not found out of 345,038 in 1924. On 
absent patients we leave cards.—Henry Street Visiting Nurse Service, New York City. 
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We sometimes get quite unexpected results when we find no one at home and 
simply leave a V. N. A. card in the mail box or under the door. Then again we 
labor with a patient for three months, only to have her turn down the best service 
in the city at the eleventh hour. We always try to leave a visiting nurse card (on 
which there is space for the nurse to scribble a message if she wishes to do so) in the 
patient’s home, preferably not with a neighbor, but under the door or in the mail-box.— 
The Visiting Nurse Association of Chicago. 


Question 2. /s an appointment plan successful? 


Have never tried this plan.—District Nursing Association, Providence, Rhode 


Island. 


We have not tried an appointment plan because we have found that the plan for a 
nurse’s day will seldom allow her to make an appointment twenty-four or forty-eight 
hours in advance. Something is sure to come up at the last minute that would interfere 
with this appointment.—Public Health Nursing Association, Louisville, Kentucky 


In a few cases where the mother or patient is working, but not as a routine. — 
Visiting Nurse Association, Cleveland, Ohio. 


It seems feasible to limit home visits through office calls, especially for prenatal 
patients. 

In instances where the patient calls at regular intervals, two home visits would 
seem sufficient; the first to explain the necessary preparation for confinement and the 
second visit toward the end of pregnancy, to make sure that the patient has provided 
properly and adequately.—Visiting Nurse Association, Detroit, Michigan. 


Fairly successful where staff is stable. Helps decrease “not at home” visits.— 
Henry Street Visiting Nurse Service, New York City. 


The appointment planning is left to the discretion of the individual supervisor and 
the nurse. It is not very largely used but sometimes the nurses meet the patients at 
their homes or at dispensaries by appointment and find that plan works well.—The 
Visiting Nurse Association of Chicago. 


It would be difficult to work out an appointment plan that would not be more 
expensive of time than the home visit. The nurse of the district should be the one to 
see the patient at the office, and it would usually take a home visit to get the patient 


to visit the office—Newton District Nursing Association, Newtonville, Massachusetts. 


Question 3. Js it feasible to limit home visits by having patients come to the office— 
especially prenatal cases? If this is done, how often should a patient be seen at home? 


We have tried this plan to a limited extent in one of our districts and have felt 
that returns did not quite justify the effort. The women are apt to drop in any time 
from half an hour to an hour from the stated time and not enough come regularly to 
justify the nurse in spending so much time. 

We next tried to arrange office visits at our central office for patients in the sur- 
rounding districts, but patients who would come to our office would also most naturally 
go to the prenatal clinic (our office and the prenatal clinic are in the same neighborhood) 
and make regular weekly visits there. This plan also did not prove feasible. 

In regard to our patients who attend the prenatal clinic, we feel that a clinic visit 
takes the place of a visit in the home. Therefore, we do not arrange to see the patient 
who is attending the clinic regularly in the week during which she makes the visit to 
the clinic. In regard to new patients who have been admitted to the clinic, the nurse 
makes a home visit within the next few days after the patient has registered at the 
clinic—Public Health Nursing Association, Loutsville, Kentucky. 
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It is feasible to have prenatal visits to the office if for group teaching. But the 
first visit should be made to the home, and others depending on the social history, 
etc.—Visiting Nurse Association, Cleveland, Ohio. 


This Association has long attempted to use the appointment plan for home visits 
to prenatal and perambulatory patients, but is just beginning to use the office appoint- 
ment plan in this connection.—Visiting Nurse Association, Detroit, Michigan. 


We think it is feasible. We make one home visit early in case—Henry Street 
Visiting Nurse Service, New York City. 


We cannot answer, for we have no office visits and patients seldom come to our 
sub-stations, except to secure or return supplies purchased or loaned.—The Visiting 
Nurse Association of Chicago. 


As to prenatal cases it might be well to have the visit at the office at least once a 
month if the office is accessible to the patient’s home. The number of home visits 
would be governed by the office visits, taking care that enough visits were made to the 
home so that the nurse would know that things were ready for delivery —Newton 
District Nursing Association, Newtonville, Massachusetts. 


Question 4. Js group teaching for expectant mothers practical in a general nursing 


association? 


We think it should be—District Nursing Association, Providence, Rhode Island. 


We think that it is. We have had a very successful experience in group teaching 
for our clinic patients this spring. We worked out the plan with the social worker at 
the clinic and arranged to give talks to the mothers in the hour before the regular 
clinic time. Invitations to these talks were limited to primiparas. We covered the 
regular series of lectures on the hygiene of pregnancy and preparation for confinement. 
The attendance was excellent and the interest was maintained throughout. Previous 
to this experience we had made repeated efforts to have the patients come out for 
meetings on a different day from the clinic day but found it did not work out well. 
It was a difficult matter to persuade the patient to make a second visit for educational 
purposes within a week even with every sort of inducement.—Public Health Nursing 
Association, Louisville, Kentucky. 


Group teaching for expectant mothers is practical if you have the workers to do it. 
Visiting Nurse Association, Cleveland, Ohio. 


This Association has done group teaching with expectant mothers in connection 
with a prenatal clinic. We are now thinking of trying it out with some of our 
patients in territories where we have no clinics.—Visiting Nurse Association, Detroit, 
Michigan. 


We think that it is. We consider “ Mothers’ Clubs” our most valuable educational 
work. They also decrease “not at home” visits.—Henry Street Visiting Nurse Service, 
New York City. 


Refers to other organizations rather than ours.—The Visiting Nurse Association 
of Chicago. 


The question of prenatal classes ought to be possible if the nursing staff is adequate. 
—Newton District Nursing Association, Newtonville, Massachusetts. 
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Question 5. How are the office visits carried in statistical reports? 


As visits. (Since publication of Report of Committee to Study Visiting Nursing.) 
This plan should be watched.—District Nursing Association, Providence, Rhode Island. 


Dispensary treatments.—Visiting Nurse Association, Cleveland, Ohio. 


Thus far, patients’ office visits have been carried in our daily visit and time record 
under Section 2. (Group Meeting with Patients—and Other Services on Behalf of 
Patients.) This means of course that only the time is accounted for in the statistical 
report.—Visiting Nurse Association, Detroit, Michigan. 


Time spent is entered on reports, monthly.—Henry Street Visiting Nurse Service, 
New York City. 


Probably has little bearing on our Association. Patients come to our Main Office 
perhaps several times a week to get advice but it has never occurred to us to count 
these as visits. Supervisors do not count the infrequent visits of patients to the sub- 
stations.—The Visiting Nurse Association of Chicago. 


We have not developed this plan. 

We shall be much interested to hear how other organizations are meeting these 
questions—they are real problems. Our plans, both for group teaching and office visits, 
have met with so little success that we will welcome any suggestions that will help us 
to reduce the number of unproductive visits—Public Health Nursing Association, 
Louisville, Kentucky. 





To conclude for the present the question of The Methods and Technique of Collecting Fees. 


The nursing associations which include in their programs the bedside care of the 
sick have adopted a visit fee for this part of their work. This fee is usually based upon 
the cost of a visit, those able to being asked to pay the full cost and others paying such 
portion of the cost as they can. The annual reports of 12 organizations in cities of 25,000 
to 100,000 population indicate that approximately 20 per cent of the cost of the care of 
the sick will be paid for by the patients or by organizations buying nursing service. This 
percentage ranged from 7 per cent to 38 per cent and will always vary in different com- 
munities depending on the economic status of families served and the emphasis which is 
put upon the collection of fees. In only very few instances has any attempt been made to 
collect fees for such work as the health supervision work included in a child hygiene 
program. Since in this proposed plan for a city of 50,000 population the 9 nurses for the 
care of the sick represent practically one-third of the field nursing staff, 20 per cent of 
one-third of the budget, or $3,250, may be counted on as probable receipts in payment for 
services rendered. This would leave $45,450 to be secured by appropriation of public 
monies or voluntary contributions. On the basis of the proportion of nurses now employed 
by the health department in the 86 cities as compared with those employed by all other 
agencies, only 30 per cent of this budget would be attributed to the health department. 
—From Health Survey of 86 Cities—Proposed Plan for City of 50,000 Population. 











REVIEWS AND BOOK NOTES 


CHILD HYGIENE 
By S. Josephine Baker, M.D., Dr.P.H. 


Public Harper Bros., New York, 


$5.00 


Series. 
1925. 


Health 


In the preface of this book Dr. 
Baker makes a pronouncement on the 


book which we can but echo, and 
prophesy that its purpose will be 
achieved. She says: 

The necessary limitations of this book 


have been those of space, the desire to make 
it intelligible and helpful to the lay worker, 
as well as a practical aid to the public 
official, and the vast extent of the field to 
be covered. It has been practical to dis- 
cuss only the fundamental features of Child 
Hygiene, leaving detailed consideration of 
the subject to the more specialized publica- 
tions. If this work stimulates interest in 
health work for children, the purpose in 
writing it will have been achieved. 


The subject of Child Hygiene we 
find as we stop to consider, has grown 
to vast proportions during these last 
twenty-five years and space must set 
a limit to its discussion in one volume. 
Yet within the pages of this most in- 
teresting book, Dr. Baker has literally 
packed an immense amount of informa- 
tion as to the history and development 
of the movement, its scope, aims, prob- 
lems and methods of work. It is a 
book not one word of which should be 
missed. It is a book which is sure to 
be of great interest to the lay worker 
and which will, without doubt, be the 
oft consulted book of every public 
health worker as well as a text book 
for all courses in Child Hygiene. 

Would one know something of the 
history of the attitude of the State 
toward its children and the consequent 
development of child welfare legisla- 
tion especially in the United States? 
Would one learn something of the de- 
velopment of Child Hygiene work 
throughout the country through private 
and more particularly through public 


effort? One would consult Dr. Baker's 
book. 

The growth and administration of 
City and State divisions of Child Hy- 
giene and the work of the Children’s 
Bureau are outlined and discussed and 
next in order come Vital Statistics 
“the bookkeeping of the public health 
movement” with all their attendant 
and essential records. 

The chapters which follow have to 
do with various phases of the Child 
Hygiene program—a statement of the 
problem of maternal mortality and 
what is being done to meet it, a state- 
ment of the problem of infant mor- 
tality and how it has been and may be 
met. Limitation of space, perhaps, and 
the small amount of work that has 
been done, probably, has squeezed the 
important pre-school child into one 
short chapter in a book of fifteen chap- 
ters. Then follows the comprehensive 
discussion of the school hygiene pro- 
gram which deserves its own review. 
The appendices of the book are sure 
to be of great value for they give the 
sort of information which a Child Hy- 
giene worker is wanting again and 
again. 

One may wish that more space might 
have been given to a discussion of 
mental hygiene, particularly in relation 
to the so-called pre-school child, who 
after all is going through a most im- 
portant period of education even 
though the education is not yet incorpo- 
rated into our school system, One may 
wish too that Child Hygiene workers 
in the rural communities had _ been 
given a little more help through a dis- 
cussion of their particular problems 
but for Child Hygiene 
throughout the country and for schools 
of public health the book for which 
we have long felt the need has ap- 
peared. 


wi yrkers 


WINIFRED RAND 
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Book REVIEWS 


DRAMATIZING CHILD HEALTH 


A new book of health plays, with chapters 
on the writing, the producing and the 
educational value of dramatics 
By Grace T. Hallock 
Decorations by Harrie Wood 
American Child Health Association, New York. 
Price, $3.00. 

In turning to a new book we usually 
expect to find our beginning some- 
where after the title page. Not so in 
this case. We must start with the 
cover. The whole spirit of the book is 
delightfully contained in its ingenious 
cover. By the repetition of a small 
representation of children busy at 
“play acting” we get an effect of tiny 
blue tiles, or of a series of old prints. 
Perhaps it is indescribable, yet it pre- 
sents completely the idea of child ap- 
peal, of dramatic situation, and of 
quaintness. By the latter is meant that 
quality of directness, of naivete and 
of oldness that is to be found in orig- 
inal sources only. We think these ex- 
ternals are significant. 

As to the contents two purposes are 
accomplished by this book. Its first 
half gives the history, technique, and 
value of health plays. The latter half 
contains a Group of Plays, a Group of 


Dialogues and a _ full chapter on 
pageants. Such authors as Elma 
Rood, Harriet Wedgewood, Anna 


Hempstead Branch, Eleanor Griffith, 
provide material either practical or 
poetical according to need. 

A useful and unique contribution, it 
should be a satisfaction to its author, 
and a joy to its readers, 

FLORENCE BRADLEY 





THE CHILDREN’S BUREAU, ITS HIS- 
TORY, ACTIVITIES AND 
ORGANIZATION 
By James A. Tobey. Institute for Govern- 
ment Research, Service Monographs 
of the United States Govern- 
ment, No. 21 
Johns Hopkins Press, Baltimore, Md., 1925. $1.00. 
One of the notable series of mono- 
graphs issued by the Institute for Gov- 
ernment Research to cover all the 
bureaus of the Federal Government. 
It covers all the phases of the work of 
the Children’s Bureau from the estab- 
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lishment of the bureau to date. The 
monograph is more or less a by-product 
of a much more intensive survey of all 
the health activities of the Federal 
Government being made by the author. 


A HEALTH SURVEY OF 86 CITIES 
By the Research Division of the American 
Child Health Association, 370 Seventh 
Avenue, New York. 

Price $3.00, 

This is the collected material of the 
Survey made in 1924 by the American 
Child Health Association to obtain a 
picture of health work in the interest 
of children in the United States. The 
cities studied were those with a popula- 
tion ranging from 40,000 to 70,000 and 
represented all sections of the country. 
The Survey embraced the health work 
of both public and private agencies. 


A summary and _ recommendations 
are given. The subject matter is 


divided into four sections ; an explana- 
tion of the Conduct of the Investiga- 
tion; Administration Practices in Pub- 
lic Health; Sketches of Health Work 
in Each City; Proposed Plan of 
Organization of Community Health 
for a City of 50,000 Population. The 
last Section includes recommendations 
for an adequate nursing service. A 
footnote to this chapter tells us that: 

None of the 86 cities, according to the 
records for 1923, has, all told, more than 17 
full-time public health nurses per 50,000 
population, and 61 have less than 10 nurses 


per 50,000. 


We will print in our next number 
the suggestions given in this section 


for the Coordination of Nursing 


Work—the facts gleaned on the “ Visit 
Fee ” will be found on page 592. The 


outstanding facts of the Survey as 
given in the summary are: 

1. Each city was found to be carrying 
on some organized effort for bettering the 
health of children although the amount 
on the average is perhaps not over half 
of what is to be expected in a reason- 
able health program. 

2. By utilizing the scientific knowledge 
now at hand it is possible by better or- 
ganization to increase materially the 
health protection of children at no great 
increase in cost. 

3. The greatest needs are well-trained 
health officers devoting undivided atten- 
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tion to the task, standardization of meth- 

ods, more thought in explaining health 

work to the public, and better team work 

among public and private health agencies. 

We suggest that nurses ask their 
libraries to secure a copy of this valu- 
able book. 





A Review of the work of the Rocke- 
feller Foundation for the year 1924 as 
presented by the president, Dr. George 
E. Vincent, has appeared in pamphlet 
form. It is not only a concise, com- 
prehensive narrative of world-wide 
accomplishments and attractive plans 
for future work, but also contains a 
clear, convincing presentation of new 
trends and objectives in public health. 

On this point, two sections of the 
report are of particular interest, “ The 
Doctor of the Future a Health Coun- 
sellor ” and “ Preparation for Protect- 
ing the Public Health.” Here are 
stressed the desirability and necessity 
of special graduate schools and insti- 
tutes of hygiene and also of teaching 
hygiene to all medical students. This 
positive definition of the new demands 
being made upon medicine and the 
need for providing adequately trained 
public health physicians to meet the 
demands carries weight when pre- 
sented by the Rockefeller Foundation. 
Certainly an organization, interna- 
tional in scope, which has for years 
been carrying on an intensive program 
of scientific research and study in 
varied phases of public health and at 
the same time has initiated and sub- 
sidized extensive health projects in 
nearly every civilized country in the 
world, is in a position of authority in 
evaluating trends in public health. 

Another section of the report which 
is of special interest to public health 
nurses is “ The Nurse in Hospital and 
Community.” Seldom, if ever, has 
there been a more inclusive, yet terse, 
definition of the scope of public health 
nursing. It is stimulating and en- 
couraging to read the report of what 
the Foundation has been doing to im- 
prove nursing education in foreign 
lands. ‘To both medical education 
and public health work the modern 
trained nurse is indispensable.” In 


these words Dr. Vincent recognizes 
the place of public health nursing in 
the world-wide program of the Foun- 
dation. JANE C. ALLEN 





Rural School Nursing, that admir- 
able Outline of School Nursing Pro- 
cedures prepared by the American Red 
Cross, has been published in a revised 
edition. In a foreward Elizabeth G. 
Fox says that this pamphlet is not a 
text book, nor intended for use in 
cities but as a guide to rural nurses 
working single handed: 
which, by helping them to perfect a plan 
applicable to their local situation and cir- 
cumstances and in conformity with the 
state plan for school health work, will 
enable them to secure the maximum results 
with the resources and in the time at their 
disposal. 

Two chapters have been added—The 
Home Visit, and Communicable Dis- 
eases—also an appendix, Signs and 
Symptoms of Communicable Disease. 
A number of other minor additions 
make this excellently arranged and 
printed pamphlet of even greater value 
than the original edition. American 
Red Cross, Washington, price 25 cents. 





The Little Child in Our Great 
Cities, is the report of a survey of Or- 
ganized Work for the Health of the 
Pre-School Child in 24 cities of the 
United States, compiled by W. Ber- 
tram Ireland, and published by the 
American Child Health Association. 

There is nothing of the formal as- 
pect, often distressingly connected in 
our minds with the word “ survey,” in 
this little book. It has plenty of in- 
formation well arranged and in addi- 
tion a very human note. Of the 24 
cities which were surveyed, 19 were 
visited by Miss Ireland, the others by 
Miss Elnora Thomson. Organized 
health work in each of the cities is 
briefly noted in the first part. The 
second part gives health work for the 
pre-school child according to the agen- 
cies; health clinics and centers, day 
nurseries, nursing schools, kindergar- 
tens (public school), playgrounds, con- 
valescent and holiday homes, and 
homes for handicapped children. 
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Book REVIEWS 


Habit Training for Children, that 
most useful series of nine leaflets pre- 
pared by Dr. Douglas A. Thom, has 
recently been issued in Italian and 
Yiddish by the National Committee for 
Mental Hygiene, 370 Seventh Avenue, 
New York City. Price 10 cents per 
leaflet. 





A Directory of Psychiatric Clinics 
for Children in the United States has 
been published by the Joint Committee 
on Methods of Preventing Delin- 
quency, 50 East 42nd Street, New 
York City. It may be purchased from 
the National Committee for Mental 
Hygiene. Price 50 cents. 





The Chicago Visiting Nurse Asso- 
ciation have recently issued Standing 
Orders for their nurses, corrected 
and approved by the Chicago Medical 
Society. These orders may also be 
used for patients under the care of 
County Doctors, 





The Henry Street Visiting Nurse 
Service of the Henry Street Settlement 
has just issued a revised edition of its 
Bulletin of Instruction which includes 
General Instructions, and Routines and 
Standing Orders endorsed by the 
Medical Advisory Committee. May be 
obtained from the Central House, 99 
Park Avenue, New York City. Price 
50 cents. 





Fashion Plates for youthful beauty 
seekers is the title of a light and airy 
publication of the National Tubercu- 
losis Association. Our readers will re- 
member the entertaining productions of 
Cliff Goldsmith. This is one of his, 
with illustrations by Northam Gould. 
Anyone wishing to convey health hints 
delicately should get “ Fashion Plates.” 
We understand that it is specially 
“designed”” to make morning show- 
ers, sleep, vegetables and other appur- 
tenances of beauty really attractive to 
the young miss of whatever kind or 
station. 

Obtainable from the National Tuber- 
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culosis Association, 370 Seventh Ave- 
nue, New York. Price 25 cents a copy. 





U.S. Public Health Service Reports, 
September 25, 1925, Vol. 40, No. 39, 
contains a Directory of State and In- 
sular Health Authorities for 1925. 





“ Outlines for Study ” of the Posi- 
tive Health Series is now being issued 
by the Women’s Foundation for 
Health. These outlines, publication of 
the first of which was noted in our 
August issue, are meant, primarily, for 
the use of leaders in conducting study 
groups interested in adult health edu- 
cation. They include a suggested as- 
signment for each of the six pamphlets 
in the Positive Health Series together 
with a choice of several plans for con- 
ducting the group discussions. The 
Outlines may be secured for 25 cents, 
and the Positive Health Series for 
$1.15 from the Foundation, 370 Sev- 
enth Avenue, New York City. 





The Handbook on State Organiza- 
tion for Public Health Nursing, pre- 
pared by the Committee on Branch 
Development and Revisions, has been 
distributed to State Organizations for 
Public Health Nursing, to the State 
Branches of the N.O.P.H.N. and to 
Public Health Nursing Sections of the 
State Graduate Nurses Association. 

This Handbook was prepared to 
answer questions that come to the 
N.O.P.H.N. from many groups who 
have been considering the question of 
state organization. 





Suggested Activities for the Amen- 
can Junior Red Cross have this year 
been put into calendar form—Septem- 
ber, 1925, to June, 1926. Each month 
is adorned with a most enticing picture 
in colors by Miss Anna Upjohn— 
Juniors of China, Japan, Dalmatia, 
Bulgaria, the Philippines and other in- 
teresting parts of the world—any one 
of which would be enough by itself to 
stimulate the interest of an impression- 
able young American. Schools will 
not want to be without this. 





NEWS NOTES 


Dr. Blanche M. Haines has been ap- 
pointed Director of the Division of 
Maternal and Infant Hygiene of the 
U. S. Children’s Bureau and will have 
immediate direction of the national 
administration of the maternity and in- 
fancy act. Dr. Haines was director of 
the Michigan Bureau of Child Hygiene 
and Public Health for three years. 





Dame Sarah Ann Swift has been 
elected President of the College of 
Nursing, London, England, in succes- 
sion to Dame Sidney Browne. Dame 
Swift is a Lady of Grace of the order 
of St. John of Jerusalem. 


Miss Emily Robeson, formerly Edu- 
cation Director of the Henry Street 
Settlement Visiting Nurse Service, has 
been appointed the Director of the St. 
Louis Visiting Nurse Association, to 
take the place of Miss Sophie Nelson, 
former Director, who has become the 
Director of Nursing of the John Han- 
cock Life Insurance Company. 





Miss Elma Rood, for the past two 
years Director of Health Education 
for the Mansfield Child Health Dem- 
onstration, will join the faculty of 
George Peabody College, Nashville, 
Tennessee, as Assistant Professor of 
Nursing Education on January 1. 
Miss Rood holds her Bachelor’s degree 
from Teachers College. 





Miss Ruth Cushman, formerly with 
the New York Maternity Center Asso- 
ciation and for the past year a student 
at Teachers College, Columbia Uni- 
versity, has been appointed the as- 
sistant director of nursing in the 
Rutherford County Child Health Dem- 
onstration, Murfreesboro, Tenn. 


All our members who were present 
at the Helsingfors meeting will learn 
with deep regret that Baroness Man- 
nerheim, on her return journey from 
Paris to Finland, was injured in an 
automobile accident, and is now a 
patient in the Surgical Hospital (her 
own) in Helsingfors. We hope to 


hear of her speedy recovery. 





The International Council of Nurses 
has established its headquarters office 
at 1 Place du Lac, Geneva, Switzer- 
land. Miss Christiane Reimann, who 
is the Secretary of the Council, writes: 

Our headquarters was started October 
first in a very beautiful and central spot in 
Geneva. Of course our beginning is ex- 
tremely modest; two rooms, a stenographer 
and a nurse, but we shall, I hope, expand 
after the meeting in Peking. 





Our readers who may be traveling 
abroad will, we are sure, be glad to 
know of the very pleasant Nurses Club 
in Brussels. The Club will be glad to 
offer hospitality to any visiting nurses. 
The rooms and meals are very moder- 
ate in cost. The address is, Club des 
Infirmieres, Rue de la Source, 18, 
Bruxelles. 





We have been asked by the College 
of Nursing of London to print the fol- 
lowing notice to British trained nurses 
now serving out of their own country. 


The period of grace when nurses were per- 
mitted to place their names on the State 
Register without taking the state examina- 
tion, ended in July. The College of Nursing 
also allowed a period of grace for nurses to 
join before insisting upon eligibility for state 
registration as one of the essential qualifica- 
tions for membership. This will expire De- 
cember 31, 1925. Nurses are advised to note 
the new rules for membership which come 
into effect at that time and to support their 
profession by making immediate application 
to the Secretary, the College of Nursing, 
Ltd., Henrietta Street, London, W.1. 


[596] 





